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HAY FEVER 


Puysicians IN increasing numbers are interesting themselves in 
the Hay Fever problems of their patients and are preventing or 
relieving their attacks. 


POLLEN ANTIGENS Lederle provide the general practitioner with a 
means for the scientific treatment of his Hay Fever patients. 


POLLEN ANTIGENS Lederle, which were introduced in 1914, have each 
year added evidence to their value in the prevention and relief from 
Hay Fever attacks. 


In addition to their intrinsic value, POLLEN ANTIGENS Lederle are 
supplied in convenient form for the physician. Treatment sets of 
fifteen graduated doses eliminate the inconvenience of making various 
dilutions before injections. 


DIAGNOSIS OF HAY FEVER 
With the Lederle Diagnostic Pollen Tests, the diagnosis may be 
made in your office, or in the patient’s home. A positive reaction 
occurring with a pollen to which the patient is known to be exposed 
when he is having Hay Fever indicates the POLLEN ANTIGEN 
to be used in desensitizing the patient. The test is easily performed, 
accurate and safe. 
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The LEDERLE LABORATORIES » sain a Department of Allergy supervised by experts who 
welcome correspondence from physici: ! questions pertaining to Hay Fever in any locality. 


LEDERLE LABORATORIES unc., 511 FIFTH AVENUE, NEW YORK 
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TEN YEARS OF SURGERY FOR CANCER OF THE BREAST* 


W. A. COVENTRY, M.D., F.A.C.S., and RUSSELL J. MOE, M.D. 
Duluth 


ANCER of the breast, its treatment, and the 

end-results of treatment have always been of 
intense interest to us. One may judge from the 
numerous articles appearing in our medical litera- 
ture that there has been aroused an interest 
among radiologists as well as surgeons, both ap- 
parently striving for some method of increasing 
longevity. 

In view of the fact that the great majority of 
statistical studies of carcinoma of the breast have 
emanated from large surgical or cancer centers, 
we have conducted a study to determine the re- 
sults in cases treated surgically in the city of 
Duluth, the population of which is approximately 
100,000. 

The radical operation advocated by Halsted 

and Willy Meyer in 1888 was for many years the 
only method of attack against this dread disease. 
It is still the most effective weapon in the hands 
of the surgeon today. In recent years x-ray 
therapy, either preoperatively or postoperatively, 
or both, has been advocated as an adjunct to radi- 
cal surgery; and still more recently radium 
emanations have been used. 
' Inadequate histories and postoperative follow- 
up plus the lack of a competent pathologist to 
study the microscopic sections prevented us from 
reporting results of operations prior to 1919. 
This report is based on 186 cases of carcinoma 
of the breast treated according to the choice of 
twenty-six different surgeons between the period 
of 1919 to September 1933. We fully appreciate 
the fact that recent cases are of no value in de- 
termining end-results, but they are here included 
for other statistical data. 


*From The Duluth Clinic. Read at the annual meeting of 
the Minnesota State Medical Association, Duluth, July 16, 1934, 
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TABLE I. DISTRIBUTION OF CASES ACCORDING TO 


SURGEONS 
had 48 cases 
had 32 cases 


2 had 7 cases each 
1 had 5 cases 
had 26 cases 3 had 4 cases each 
had 12 cases 2 
had 9 cases 1 
had 8 cases 


had 3 cases each 
had 2 cases 


12 had 1 case each 


One may conclude that 63 per cent of the pa- 
tients were operated upon by experienced sur- 
geons and 37 per cent by the occasional surgeon. 


Age Distribution 


The age distribution, as seen in Chart I, shows 
that the average age was fifty-one years and the 
highest incidence in the five-year period between 
fifty-six and sixty years. This is in accord with 
the other published statistics. It is of interest to 
note that 22 per cent of the cases occurred at or 
before the age of forty. 


CHART I. 


Patients. 
ya & EF 
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There were two males in this series, giving a 
percentage of 1.07 per cent as compared to 1.24 
per cent as reported by Pack in his series. One 
of our two males was thirty-six years of age and 
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the other sixty-one. Of the 184 females, 166 were 
married and eighteen unmarried. 

The symptoms of carcinoma of the breast play 
a minor role in making the diagnosis. Many con- 
ditions may simulate cancer, particularly in the 
early stages. Pain, fixation and so forth are 
late evidences of disease. The early case and the 
one which carries the most favorable prognosis 
can be accurately diagnosed only by biopsy. The 
predominating symptom of course is “a lump in 
the breast,” and every woman who presents her- 
self with this “lump” is entitled to and should 
have a biopsy to determine whether or not 
malignancy is present. If no malignancy is found 
by thorough gross and microscopic examination, 
the patient’s fears may be relieved. However, 
when the presence of cancer is proved by biopsy, 
regardless of the size of the growth, a radical 
amputation should be insisted upon. 

In our series the average duration of symptoms 
before operation was 11.2 months. This time in- 
terval should be materially reduced if we are to 
improve the end-results of the disease. This, of 
course, can only be accomplished by periodic ex- 
aminations and cancer education. 


Metastasis 


In 121 of the 186 cases, metastases were found 
to be present by microscopic examination of the 
axillary or supraclavicular glands removed at the 
time of operation. In only seventy of these cases 
were definite glands palpable before operation, 
proving that metastasis may already have oc- 
curred, although the nodes are not palpable. We 
find that the average length of life in those pa- 
tients who had palpable glands before operation 
was two and one-half years, while those who had 
no palpable glands preoperatively lived on an 
average of five and one-half years, a very strong 
link in the chain of evidence proving that the 
earlier the operation the more favorable is the 
outlook. 

Our records also show that where there is evi- 
dent metastasis to remote organs the fatal termi- 
nation of the case is close at hand. We are con- 
vinced that remote metastasis should be looked 
for in all cases of carcinoma of the breast, and, 
further, that if metastases are found, operation is 
ill-advised. The patient with distant metastases 
will live longer by using palliative measures, such 
as deep x-ray therapy, for relief of symptoms. 
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Location of Tumor 


The right breast was affected in 43 per cent of 
the cases while the left breast was involved in 57 
per cent. There was one case of carcinoma of an 
accessory breast in the right axilla. Definite in- 
formation concerning the location of the tumor 
in the breast was found in only eighty-one cases, 
These are listed in Table IT. 


TABLE II. LOCATION OF TUMOR 
Outer upper quadrant 

Outer lower quadrant 

Inner upper quadrant 

Inner lower quadrant 

Center 

Whole breast 


We are in doubt as to what significance the lo- 
cation of the tumor may have. Other published 
reports show much confusion. The metastatic 
invasion from these areas is as serious from one 
quadrant as another, so we believe study is of 
interest, but not significant as to outcome. 


Type of Operation 


The radical type of operation was performed 
in 146 cases ; semi-radical, in which the pectoralis 
minor was not removed, in twelve; amputation 
only in twenty-one, and excision of the tumor 
mass only in seven cases. 


X-ray Therapy 


Deep x-ray therapy has been discussed pro and 
con during the past ten years. Many and varied 
are the opinions as to its merits in establishing a 
more permanent cure. Shall we use deep therapy 
preoperatively or postoperatively or both? The 
dosage of x-ray advocated during this period 
varied to such a degree that even radiologists 
have been unable to satisfy themselves as to the 
proper dosage. 

Some statistics show improved results, some 
no improvement and some go so far as to think 
x-ray therapy is detrimental to increasing lon- 
gevity. However, in this series, ninety-two pa- 
tients had x-ray in some form either preoperative- 
ly or postoperatively. In 90 per cent of these 
cases it was used postoperatively only. Sixty- 
seven patients had no x-ray treatment and in 
twenty-seven cases no record could be obtained. 
Of the ninety-two patients treated with x-ray, 
seventeen, or 18.5 per cent, have lived: five years 
or more. Of the sixty-seven patients not treated 
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with x-ray, 16, or 23.7 per cent, have lived five 
years Or more. 

Of the patients in our series who have died, 
we find that those receiving x-ray treatment lived 


RESULTS WITH AND WITHOUT 
X-RAY THERAPY 


* TABLE III. 


Average Years 
Lived After 
Operation 


Alive after 
Five Years 





17 (18.5%) 2-2/5 


TABLE IV. END-RESULTS OF FIVE, SEVEN AND TEN 
YEAR GROUPS 





g 


| 
| 
| 
| 
| 


| Living With Recurrence 


| No. of Cases Livin 


Average Duration 
of Symptoms 

No. of Cases 
| and Well 

and Well 








5 yr. 
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— 
NS 
| = 


| 
| 
| 
| 
| 
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7 yr. 


| 











16 (23.7%) 2-1/3 





an average two and two-fifths years after opera- 
tion, while those receiving no irradiation lived 
two and one-third years. These figures leave us 
in a great deal of doubt as to the efficacy of x-ray 
therapy as it is used or has been used in our 
series. The question of additional cost of medi- 
cation, coupled with the fact that some patients 
are markedly sensitive to irradiation, still leaves 
us unconvinced as to the value of this therapy. 

Thus, in this series, we are unable to state that 
x-ray therapy has been of value, nor can we say 
that it has been a detriment. However, there are 
several factors to be considered in the analysis of 
this report. In the first place, no definite routine 
has been followed in the administration of the 
x-ray therapy in all the patients receiving it. Sec- 
ondly, the dosages varied from single exposures, 
which in themselves differed in intensity, to five 
or six series given at greatly varying intervals. 
Thirdly, this report is concerned with all types 
of cases from the early to the markedly advanced 
carcinomas. There has been no selection of cases. 
‘ Consequently, the value of x-ray therapy cannot 
be accurately judged. 

Radium emanations have not been used in this 
series. Electrocoagulation has been used in most 
cases during the past four years, but this period 
is too recent for an evaluation of its effect on end- 
results. 

Tissue in each case has been examined micro- 
scopically by competent pathologists. Unfor- 
tunately, there has not been, until recent years, 
any attempt made to classify the type or grade of 
malignancy, thus making study from this angle 
impossible. 
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Follow-Up 


During the decade from 1919 to and including 
1928 there were ninety-one cases of carcinoma of 
the breast operated on. Twenty-four of these pa- 
tients are living and well. Two are living with 
recurrence. Sixty-one are dead and four are un- 
traced, thus making 26.3 per cent of so-called 
five-year cures. In the seven-year period from 
1919 to 1926 there was a total of sixty-six pa- 
tients, twelve of whom are living and well, one 
is living with recurrence, fifty-one are dead and 
two are untraced, giving a percentage of 18.2 
for the seven-year cures. In the ten-year group 
there were thirty-six patients, five of whom are 
living and well, twenty are dead and two un- 
traced, giving a percentage of 13.8 for ten-year 
cures. 

It is of interest to compare the average dura- 
tion of symptoms in the various groups. Con- 
sidering the entire group as a whole, we find that 
an average of 11.2 months elapsed from the time 
the symptoms were first noticed until the opera- 
tion was performed, while in the groups of five- 
year cures, the average duration of symptoms 
was only four months and in the seven and ten 
year groups it was still less. This observation is 
of utmost significance and should impress upon 
us the fact that early diagnosis and early treat- 
ment are of primary importance. 

Of the twenty-four patients living and well 
five years or over, we find that twenty-one had 
radical operations and three had semi-radical 
procedures. Mere amputation or excision of the 
tumor produced no five-year cures, which is what 
one would expect in the light of our present 
knowledge. X-ray treatment was given in eleven 
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of the twenty-four patients while no irradiation 
was given in thirteen patients. A comparison of 
the two groups showed that the duration of 
symptoms, growth and presence of 
metastasis played no apparent role in the giving 
of the postoperative x-ray therapy. Approxi- 
mately an equal number of early and late cases 
were found in both groups. 
Conclusions 
An attempt has been made to give an unbiased 


size of 


report on results of operation for carcinoma of 
the breast in the city of Duluth with a popula- 
tion of 100,000. From this study we have formed 
the following conclusions : 

1. We firmly believe that the radical opera- 
tion as advocated by Halsted and Meyer is the 


most effective weapon at hand in combating this 
disease. 

2. Early diagnosis and early treatment are of 
primary importance in securing good end-results 
in carcinoma of the breast. This is substantiated 
by the fact that the average duration of symp- 
toms for the entire group was over two and one- 
half times as long as in the group of five-year 
cures. 

3. A lump in the breast demands biopsy. 

4. Irradiation therapy as administered in the 
cases in this report has had no apparent effect 
on the results obtained. In our opinion there is 
a definite need for a co-operative program be- 
tween the surgeon and the radiologist to assure 
the administration of proper and effective dosage. 


THE TREATMENT OF SEVERE ESSENTIAL HYPERTENSION 
Effects of Surgical Procedures Applied to the Sympathetic 


Nervous System* 


GEORGE E. BROWN, M.D., WINCHELL McK. CRAIG, M.D., and ALFRED W. ADSON, M.D. 


Rochester, Minnesota 


TTEMPTS to control or reduce high arte- 
rial blood pressure have been made, using 
several types of surgical procedure. 

1. Cervicothoracic and lumbar ganglionectomy 
have been carried out in cases of vascular dis- 
turbance of the extremities in which hyperten- 
sion has been present. In addition, Rowntree 
and Adson reported one case in which bilateral 
lumbar sympathetic neurectomy was done solely 
in an attempt to modify the blood pressure. Sig- 
nificant changes were not noted in systemic ar- 
terial pressure. 

2. Eradication of the sympathetic nerve sup- 
ply to the suprarenal glands has been attempted, 
notably by Crile, and others. Certain technical 
difficulties make complete denervation of this 
type extremely difficult to accomplish. Decisive 
evidence has not been presented to show that the 
blood pressure has been changed significantly by 
this operation. 

3. Resection of the splanchnic nerves has been 
carried out, first by Pieri, who in 1930 performed 


*From the Division of Medicine and the Section on Neurologic 
Surgery, The Mayo Clinic, Rochester, Minnesota. Read _ before 
the meeting of the Minnesota State Medical Association, Duluth, 
Minnesota, July 16, 1934. 
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left unilateral resection of the splanchnic nerves 
in two cases of arterial hypertension. Durante, 
in 1932, carried out similar operations on the left 
splanchnic nerves of two patients who were suf- 
fering from arterial disease ; there was some evi- 
dence that systolic and diastolic pressures had 
been reduced. 

One of us (Craig) simplified the technic for 
resection of the splanchnic nerves, and has car- 
ried out this operation unilaterally and bilateral- 
ly, including resection of the first lumbar gan- 
glion, in six cases. In two of these cases, ad- 
vanced or malignant forms of hypertension were 
present. Three patients represented the early or- 
ganic stage of hypertension, and had rather high 
diastolic pressures. In one case relief of severe 
headache of hypertensive type was noted, and the 
mean levels and pressor reactions of the blood 
pressure were significantly reduced. In cases in 
which there were severe forms of hypertension. 
with advanced organic changes in the arterioles, 
effects were not produced. In the more func 
tional form of hypertension, with lesser grades of 
arteriolar hypertrophy, further application of this 
procedure is justifiable. It may be said that the 
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operation carries only small risk. Untoward ef- 
fects have not been noted. Removal of the left 
splanchnic nerves seems more effective than re- 
moval of the right splanchnic nerves. 


RA:D- Severe 


Preoperative 


abdominal tension is reduced by relaxation of the 
abdominal wall. This creates an increased reser- 
voir for blood in the splanchnic vessels, lessen- 
ing strain on the cardiac and cerebral arteries. 


Hypertension 


12 days-Postoperative - 2 days 





_ oo Cl test 





_— Cold test 
~~ -_ Cold’ test 


LVVO 











24-hour blood pressures 


iZhour blood pressures 


” Fig. 1. Hourly records of blood pressure and response to cold of patient before and after operation. 
Twenty-eight days after operation, at the time of dismissal, his blood pressure in the standing posture was 


140 mm. of mercury systolic and 100 diastolic. 


It will be noted that the maximal response in blood 


pressure dropped from 260 to 170 systolic, and from 140 to 120 diastolic. 


In 1930 one of us (Adson) suggested and per- 
formed extensive anterior and posterior rhizot- 
omy on a young man who had a malignant form 
of hypertension. This procedure removes all of 
the sympathetic innervation below the dia- 
-_phragm, and in addition the motor innervation 
of the abdominal muscles. The rationale of this 
procedure is based on the fact that (1) following 
spinal anesthesia the blood pressure is markedly 
lowered and vasopressure reactions are inhibited ; 
(2) in spite of organic hypertrophy of the arte- 
rioles, marked variation and rises in the blood 
pressure occur. This indicates a prominent neu- 
rogenic factor in the hypertension. By resection 
of the anterior roots, from the second lumbar to 
the sixth thoracic, all sympathetic fibers are re- 
moved from the vessels below the diaphragm. 
This represents, roughly, more than 75 per cent 
of the total- vascular field of the body. Intra- 
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This report concerns the physiologic effects on 
the blood pressure following bilateral removal 
of the anterior spinal roots, from the sixth tho- 
racic to the second lumbar, inclusive, of five sub- 
jects. Partial resection was done on three addi- 
tional subjects, from the ninth thoracic to the 
second lumbar, inclusive. All patients represent- 
ed severe grades of essential hypertension, of 
early and malignant forms. There has been one 
death. In this case the patient’s condition was 
complicated by an adenoma of the medulla of the 
suprarenal gland, without evidence of paroxys- 
mal crises of hypertension. The operative risk 
was greatly increased by the presence of the hy- 
perfunctioning adenoma. No attempt will be 
made at this time to evaluate the ultimate results 
of this operation. Three years should elapse to 
determine the remote effects on the blood pres- 
sure and on the period of survival. 
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Clinical Data 


The longest period of observation since opera- 
tion in any one case has been four years. The 
patient was a man, aged twenty-one years, who 
had a malignant form of hypertension with ex- 
tensive retinitis, intense paroxysmal headaches, 
and inordinately high levels of systolic and dias- 
tolic blood pressure. He exhibited sharp hyper- 
tensive crises, during which his systolic blood 
pressure would attain levels of from 280 to 300 
mm. of mercury. The prognosis in this type of 
case usually is for a life of approximately eight- 
een months after diagnosis has been made, as has 
been shown by Keith and his associates. 

Bilateral resection of the anterior and poste- 
rior nerve roots, from the sixth thoracic to the 
second lumbar, inclusive, after laminectomy, was 
done, The patient’s blood pressure, one month 
after operation, varied from 140 to 160 mm. of 
mercury systolic, and from 80 to 110 mm. of 
mercury diastolic. The headaches and crises of 
hypertension disappeared. One year and a half 
later these lower levels of blood pressure were 
still maintained. Unfortunately, postoperative 
bleeding developed, which necessitated opening 
the wound. This was followed by a residue of 
weakness of the lower extremities. 

In the past year seven additional patients have 
undergone resection of the anterior spinal nerve 
roots. All represented fulminating or malignant 
forms of essential hypertension. Marked grades 
of retinitis and edema of the disks were present. 
In none of the cases was frank renal insufficiency 
demonstrable. All the patients exhibited symp- 
toms, usually of a cerebral nature, such as head- 
ache and disturbance of vision. 


Criteria for Evaluating Effects of Operation 


Two criteria for determining the effects on 
blood pressure were used. 

1. Hourly readings of blood pressure were 
carried out for two or more days, under strict 
conditions of rest, before operation, to obtain 
basal levels. The range of variation and the mean 
levels were determined under condition of ac- 
tivity. 

2. The response of blood pressure to a stand- 
ard stimulus, “the cold test,” has constituted a 
measuring red to determine the “ceiling” or the 
maximal rise of the blood pressure. 

The maximal response to a standard cold stim- 
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ulus is constant for the individual, and does not 
vary materially within periods of months. This 
maximal vasopressor reaction to cold then be- 
comes an accurate gauge to determine whether 
the reactibility, or the response of the blood pres- 
sure, is affected by a given therapeutic procedure. 
The effects of changes in posture on systolic and 
diastolic pressures were determined by placing 
the patient on a tilting table and taking the blood 
pressure in the different positions. Complete 
studies of renal function, urea clearance and sul- 
phate clearance were made, and concentration 
tests were done. Specimens of muscle were 
taken for biopsy at the time of operation. 


RAD. Severe 
Preoperative 


Lying 


Hypertension 
4 weeks postoperative 


Stand gl 





: | Standing Lying Standing] Lying 


VV 











15-minute blood pressures 


Fig. 2. The effects of posture on the blood pressure before 
and after operation. There was sharp lowering of the blood 
pressure in the standing position. 


Data 


Studies were carried out from three to six 
weeks after operation, when the patients were up 
and about. The mean values for systolic blood 
pressure were from 35 to 100 mm. of mercury 
less than they had been before operation. The 
variations in blood pressure were sharply dimin- 
ished. The average reduction in the vasopressor 
response to cold was 80 mm. systolic and 45 mm. 
diastolic. When the patients were recumbent, the 
levels of blood pressure were higher than when 
they were upright. With the patients in the lat- 
ter posture, there was a sharp drop in levels of 
blood pressure; at times normal levels were at- 
tained. In two cases a fall of 100 mm. of mer- 
cury systolic occurred after the patients had 


MINNESOTA MEDICINE 


stood 
mino: 
no Si 
drop 
could 
domi 
could 
patiet 
were 
One 
long 
progr 
rosis 
sponc 
this ; 
dropy 
than 


Fol 
200 ¢ 
tied a 
cent ¢ 
were 
10 pe 
This 
presst 
water 
longe 
phenc 
in bl 
chang 


Wa 
has n 
vasos 
cover 
Regre 
three 


Fol 
below 
cCessiv 
and C 
peratt 
ere 2!) 
towar 
organ 
stated 
the 0} 


March 





ESSENTIAL HYPERTENSION—BROWN, CRAIG AND ADSON 


stood for five minutes. With this fall in pressure, 
minor grades of dizziness were noted. There was 
no significant marked rise in pulse rate with the 
drop in blood pressure. The fall in pressure 
could be modified by application of a tight ab- 
dominal binder. The vasopressor response to cold 
could be changed by varying the posture of the 
patients. It was much less when the patients 
were standing than when they were lying down. 
One patient, aged fifty-three years, who gave a 
long history of hypertension, with gradual slow 
progression in rise of blood pressure, and scle- 
rosis graded 3 of the arterioles of the retina, re- 


sponded least to the operation. However, when - 


this patient was standing, the blood pressure 
dropped to a level approximately 50 mm. less 
than that before operation. 


Renal Function 


Following operation the patients were given 
200 c.c. of water, and their bladders were emp- 
tied at the end of an hour. For the group, 60 per 
cent of the water was excreted when the patients 
were recumbent, while excretion averaged about 
10 per cent when the patients were standing. 
This represents the effects of lowered blood 
pressure on the kidneys, delaying excretion of 
water. The water is entirely excreted, but a 
longer period of time is necessary. Excretion of 
phenolsulphonphthalein is not affected by changes 
in blood pressure that are brought about by 
change in posture. 


Retinal Arteries 


Wagener has carried out careful studies and 
has noted, in two cases, definite relaxation in the 
vasospastic state of the retinal arterioles. Re- 
covery from changes in vision has been slow. 
Regression of retinitis has been noted two or 
three weeks after operation. 


Sweating and Vasodilation of Feet 


Following operation there is a loss of sweating 
below the level of the diaphragm. There is ex- 
cessive sweating of the upper part of the body 
and of the arms, with high environmental tem- 
peratures. The feet become hot and dry, as they 
are after lumbar ganglionectomy. No other un- 
toward disturbances of function of the abdominal 
organs have been noted. Several patients have 
stated that constipation has developed following 
the operation, but complete studies on this prob- 
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lem have not been carried out. There have been 
no demonstrable changes in gastric motility. 


Untoward Effects 


Pain in the legs, which persisted for two weeks 
or more after operation, was complained of by 
three patients. There usually is some subjective 
hyperesthesia of the skin of the thighs. Some 
generalized weakness has been present in all 
cases. This would seem to be due to the reduc- 
tion in blood pressure. One patient was troubled 
by urinary retention, for which a retention cathe- 
ter was required for several months. Weakness 
of the abdominal muscles is present, but objec- 
tive bulging of the rectus muscles is not. 


Comment 


Section of the anterior nerve roots, in cases 
of severe essential hypertension, at varying levels, 
above and including the second lumbar segment, 
has caused significant changes in the mean levels 
and in the reactibility of the blood pressure. Rel- 
ative hypotension develops when the patient as- 
sumes the upright posture. The changes in blood 
pressure that appear with changes in posture 
probably have a two-fold basis: (1) the loss of 
the vasomotor control of the arteries in the 
splanchnic region whereby there is loss of com- 
pensatory adjustment with change in posture, 
and (2) diminished intra-abdominal tension from 
loss of tonus of the abdominal muscles. The im- 
portance of the latter could be demonstrated by 
reduction in the fall of pressure with the appli- 
cation of a tight abdominal binder. In no case 
has complete restoration to “normal” levels of 
blood pressure been obtained. We would con- 
clude that such restoration would be impossible 
because of the organic hypertrophy that has oc- 
curred in the smaller arterioles, and because a 
considerable portion of the vasomotor nerves to 
the upper portion of the body remains. Biopsy 
of. muscles has revealed quantitative narrowing 
of the caliber of the arterioles as compared to 
the thickness of the walls. It is not known 
whether regression of the hypertrophy will take 
place with lowered blood pressures. Diminution 
in the transverse diameter of the heart could be 
demonstrated with the teleoroentgenogram after 
operation in two cases. 

It is of interest to note that, with these sharp 
changes in blood pressures, function of the kid- 
neys has not been significantly affected. This in- 
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dicates a large range of blood pressure above the 
level necessary for normal activity of the organs. 
This seems to dispose of the idea that these ex- 
cessive pathologic levels of blood pressure are 
beneficial in any degree. If reduction of sys- 
tolic blood pressure were accomplished, to levels 
less than 100 mm. of mercury, it is probable that 
shock would be encountered. 

The reduction of the pressor reactions to stim- 
ulation is probably of great importance in hy- 
pertension. It has been shown that the “hyper- 
reactibility” of blood pressure is the earliest ab- 
normality demonstrable in subjects who have 
early essential hypertension. This hyper-reacti- 
bility constitutes excessive wear and tear on arte- 
rial tissues, and may be the major cause of the 
organic changes that occur in advanced forms of 
hypertension. Therefore, it has seemed of ex- 
treme importance to modify or reduce this hyper- 
reactibility. Resection of anterior roots accom- 


plishes this to a significant degree, 

Selection of subjects for operation is of para- 
mount importance. Subjects less than fifty years 
of age, who have a relatively short history of hy- 
pertension, who present a serious prognosis, who 
have adequate function of the kidneys, and in 


whose blood pressure reactions there is a large 
spastic element, as demonstrated by the excessive 
response to cold, and to emotional and other 
stimuli, are primary requisites. Accurate infor- 
mation concerning the degree of change in the 
arterioles can be determined by study of the reti- 
nal vessels and by measurement of the arterioles 
obtained in biopsy of muscles. It is obviously un- 
wise to submit patients to operation who have 
excessive hypertrophy of the tunica media, or 
who have had irreparable injury to the function 
of the brain, heart, or kidneys. 

Patients who have severe forms of hyperten- 
sion have a disease which carries with an ex- 
tremely grave prognosis, comparable to that seen 
in cases of malignant tumors. The duration of 
life in severe cases, the Groups 3 and 4 of Keith 
and his associates, is about three years, and this 
is related in some degree to the amount of arte- 
riolar hypertrophy. The important thing brought 
out by this study is that for the first time, to our 
knowledge, it has been demonstrated that by sep- 
arating from the vasomotor control a large seg- 
ment of the arteriolar bed, significant changes in 
the levels and responses of blood pressure are 
effected, for at least periods of months. This 
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supports the concept that the fundamental ab- 
normality in essential hypertension is central, 
There is experimental evidence leading to the be- 
lief that the vasomotor center in the diencephalon 
is hypersensitive or too reactive to stimulation. 
There is an analogy to the vasomotor irritability 
in Raynaud’s disease. Separation of the periph- 
eral mechanism from central control effects cure 
in the uncomplicated forms. In both diseases 
hyper-reactibility to stimulation seems to be the 
primary disturbance. 


Summary 


Bilateral resection of the anterior motor roots 
in severe forms of essential hypertension, for 
varying segments above and including the second 
lumbar roots, effects marked changes in the mean 
levels and in the responses of the blood pressure 
to stimulation. The upright posture causes a 
marked fall in blood pressure. These changes 
have been maintained for periods of months. 
The ultimate value of this operation on the 
course and progression of these serious types of 
hypertension is not known. 
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DISTURBANCES IN PERIPHERAL CIRCULATION* 


Clinic in Medicine 


GEORGE E. BROWN, M.D. 


Rochester, Minnesota 


I] THOUGHT it might be of value this morn- 
ing to present several patients suffering from 
what formerly were thought to be uncommon 
types of diseases of the blood vessels. This is a 
subject of course in which I am greatly inter- 
ested. 

The interest of the medical profession in dis- 
eases of the blood vessels has been rather spor- 
adic. There was a time when the aorta was 
the center of attack, and knowledge of aortic dis- 
eases became greatly extended. Information on 
lesions of the coronary arteries was increased in 
asimilar fashion. Interest was stimulated, diag- 
nosis became very accurate, and the incidence of 
cases became increasingly great. There is the 
old adage, of course, that we see only what we 
look for. Our information on vascular diseases 
that affect the extremities is passing through a 
similar transformation. 

There are a few historical points that I think 
would bear repetition. The first is that Amer- 
ican physicians have played a major role in the 
identification of these diseases. Weir Mitchell 
was the first to describe erythromelalgia. Buerger 
described the clinical and pathologic aspects of 
thrombo-angiitis obliterans (Buerger’s disease). 
These are two great contributions to American 
medicine. 

The diseases affecting the blood vessels of the 
extremities are so easy to study, so exposed to 
your eye and to your fingers, and so susceptible 
to accurate determination by functional studies 
that progress has been remarkable and rapid, 
thus leading not only to more accurate diagnosis 
but also treatment. One thinks of the progress 
in our knowledge of gastric lesions, and how 
much more rapidly that knowledge would have 
increased if the lesions could be exposed to direct 
inspection, and if the evolution of the pathologic 
lesions could be followed in their entirety. 

From the standpoint of classification of the 
diseases of the peripheral blood vessels there are 
two major types, the vasomotor and organic, and 
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their differentiation is extremely simple. The 
blood vessels have special nerves that regulate 
their size and activity, the vasomotor nerves. 
These nerves have two functions; one to close 
the vessels and one to open them. These func- 
tions are kept in delicate balance, depending on 
the physiologic needs of circulation. Whenever 
this balanced physiologic condition is maintained 
there is normality; when there is tipping of this 
balance disease manifests itself. We would ex- 
pect, on a priori grounds, that where we have 
blood vessels under control of the brain, and 
affected by temperature there would be disturb- 
ances of this vasomotor balance, which are rec- 
ognized as vasomotor disorders. The vasomotor 
disturbances are usually clean-cut, and no ques- 
tion of differentiation of the vasomotor organic 
forms arises in 95 per cent of cases in which 
patients have disturbances in color and tempera- 
ture of the peripheral parts. 

There is the second group in which the pa- 
tients have obstructive lesions of the arteries. 
The arteries are either closed or open. If they 
are open the disturbance is probably vasomotor ; 
if closed, it naturally is obstructive. 

There are only two types of disturbances of 
the vasomotor group: those that open the blood 
vessels too much, and those that close them too 
much. One disease in which there are abnormal 
degrees of vasodilation is erythromelalgia. In 


its true primary form it is an exceedingly rare 
disease. 


I have seen only eleven cases of ery- 
thromelalgia, gleaned from a large amount of 
clinical material. There are episodes or attacks, 
involving the hands or feet, in which too much 
arterial blood enters these parts. The effect of 
this is redness and a marked increase in surface 
temperature. It is a very distressing functional 
It usually occurs among young men. 
Attacks of excruciating burning of the feet or 
hands are experienced; with the burning the 
greatly augmented circulation can be visualized. 
The veins are distended with arterial blood, the 
capillaries and venules are dilated, and all are 


disease. 
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open. The sensation of burning pain parallels 
the excessive flow of arterial blood. The attacks 
last a few hours, sometimes less. Relief is ob- 
tained by elevation of the extremities or by put- 
ting them into cold water. 

The first patient I saw who had erythromelal- 
gia made a great impression on me. He was a 
painter who had great and continued pressure 
on his feet from working on a ladder (I don’t 
know whether or not this was of etiologic signif- 
icance). An excruciating paroxysmal burning 
of the extremities developed which progressed 
to a point where he was totally disabled. This 
man lived on the banks of the Mississippi River 
during hot weather, and he would walk bare- 
footed in the cool wet sand. By this he made his 
life bearable for a number of years. Eventually 
he committed suicide. At the present time there 
is no adequate treatment of this condition, which, 
fortunately, as I have said, is rare. 

In contrast to such vasodilating disorders are 
disturbances that constrict the blood vessels. The 
most common type is Raynaud’s disease. Ray- 
naud’s disease is a fairly well-defined disturbance 
in which, however, the borderline between the 
normal and the abnormal is extremely fine. One 
sees many normal girls who have cold, moist, 
bluish extremities when exposed to cold. These 
borderline conditions are designated as vasocon- 
strictive disturbances of the Raynaud type. A 
common name is acrocyanosis. It is usually 
symptomless, but from the esthetic standpoint it 
With the more 
advanced forms, however, a condition arises that 


constitutes a mental discomfort. 
is distinctly and truly a disease. Raynaud’s dis- 
ease is peculiar in that 90 per cent of the patients 
are women. These subjects react excessively to 
cold or to emotion. The hands or feet become 
white or blanched or cyanotic. With recovery 
from the attacks, the vessels open up too much, 
and the parts become excessively red. This con- 
dition is always bilateral. The symmetrical na- 
ture of this vasoconstrictive disorder is very im- 
portant in the differential diagnosis, because 
there is a group of patients who have changes in 
color of the extremities that are unilateral and 
which accompany organic disease of the vessels 


or nerves. 


Raynaud’s disease in its incipiency is a purely 
functional affair, such as blushing, or pallor with 
anger. Transpose this reaction to the extremities 
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and it is Raynaud’s disease. Why it is confined 
to the female sex we do not know. 

Allen, who has been working with us at the 
clinic, has been doing some very interesting work 
with the injection of a preparation of thorium 
into the arteries. This allows visualization of 
the arteries with roentgen rays. Among patients 
with Raynaud’s disease the arteries of the hands 
have a distinctive architecture. They have a 
very fine, thready appearance. It seems to us 
that these subjects have a constitutionally inade- 
quate development of the blood vessels, with 
small hearts and low blood pressures. Raynaud’s 
disease occasionally becomes very serious because 
of ulcers or sclerodermal change in the skin. 
Operation on the sympathetic nervous system 
usually gives complete relief. 

The group of patients who have occlusive 
arterial disease presents a different problem. 
There are two main types of this disease that are 
of importance: one that occurs in youth and mid- 
dle age, and one that occurs with more advanced 
age. The type that occurs in old age you are all 
familiar with, the so-called senile gangrene, 
arteriosclerosis obliterans, with or without di- 
abetes. I don’t like the term “diabetic gangrene” 
or the term “arteriosclerotic gangrene.” We 
should make our diagnosis and advise these peo- 
ple long before they get gangrene. In other 
words if gangrene develops we have entered into 
the picture too late. 

The other type is Buerger’s 
thrombo-angiitis obliterans. Those of us who 
are seeing more patients with this disease all the 
time take the attitude that a surgeon does when 
he encounters a patient with an appendix that is 
abscessed; if the extremity is gangrenous, “we 
just haven’t done right by them.” However, 
our knowledge of this disease has improved to a 
point where the incidence of gangrene has been 
materially reduced. 

When thrombo-angiitis was first described it 
was thought to be confined to the Jewish race. 
It was called the “Yiddisher Krankheit.” This 
was based on the fact that the clientele of the 
doctors and physicians who were chiefly inter- 
ested in this disease was largely Jewish. The 
racial aspects have changed very materially. Our 
first group of statistics at the clinic indicated that 
54 per cent of the patients who had Buerger’s 
disease were Jewish, 46 per cent Gentile. Our 
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last study revealed that 27 per cent were Jewish, 
the remainder Gentile. Apparently the question 
of race is becoming less important as years go on. 

I am going to present two patients who have 
this disease in its typical aspect. 


The first patient, Mr. B., represents probably a typical 
example of the disease. He is forty-five years of age, 
a Gentile, and his history is as follows: While in the 
army, eighteen years ago, he noticed the first symp- 
toms. The initial symptom in this disease is important 
because the physician recognizes at once that some- 
thing is cutting off the circulation to the extremity. 
The result is coldness of the extremity and reduction 
in the amount of walking the patient can do. In this 
case the left leg was involved first. 

“How much later did you notice involvement of the 
right leg?” 

Mr. B.: “Two or three months.” 

He felt coldness of the foot, diminished temperature, 
and reduction in the amount of exercise he could take. 
The fact that the right foot was involved soon after 
the left indicates that the disease was actively pro- 
gressing. The involvement in this disease is always 
bilateral. If you find a patient with only one extremity 
involved, within one month to ten years the disease will 
appear in the opposite extremity, and in 40 per cent of 
cases it will eventually be present in the arms also. 
The patient went through a period in which both legs 
became definitely reduced in their blood supply. “You 
were conscious of that in walking. How far could you 
walk ?” 

Mr. B.: “A mile.” 

“How did that vary in the next five or ten years?” 

Mr. B.: “The amount of exercising I can do has 
been diminishing ever since.” 

“How greatly reduced has been the distance you could 
walk?” 

Mr. B.: “To about a block, a couple of months ago.” 

That tells us very accurately that the amount 
of closure of the vessels is increasing in the 
major and collateral circulation. I don’t know 
any instrument of precision that can tell the 
quantity of blood circulating through the lower 
extremities as well as the patient’s statement as 
to how far he can walk. 

The sad part of such stories is that, as a result 
of some infection in a toe, some minor trauma, 
excessive cold, perhaps a ring-worm infection be- 
tween the toes, infection is likely to occur. Ulcers 
and gangrene develop and the patients go through 
very trying periods, as Mr. B. did, and they may 
lose an extremity. This occurred in Mr. B.’s 
His remaining leg has be- 
come pretty well compensated, and has improved 
to the point where he can walk a mile. 


case four years ago. 
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One could develop a graph depicting the course 
of the disease in this case: reduction in the 
amount of exercise, with a low point when he 
lost a leg as a result of an infection; gradual re- 
sumption and improvement of the circulation 
back to the point where he started eighteen years 
ago at the onset of the disease. 

The tragedy is that he has lost a leg. The 
more we learn about this disease, the more our 
efforts are concerned to the end that amputa- 
tions should be avoidable. The incidence of am- 
putations is fortunately on a downward curve. 
Buerger’s original statement was that a fairly 
high percentage of patients lose an extremity. 
The percentage has been reduced from forty until 
now it is less than eight. We feel that it will 
eventually be less than five. 

The avoidance of amputation depends largely 
on early diagnosis, because if a patient knows he 
has poor blood supply in his extremities he learns 
to take proper care of them. He avoids the 
things that get him into trouble; that is half the 
battle. 

The treatment of Buerger’s disease has been 
extremely satisfactory from many standpoints. 
There are certain things that can be done in an 
effort to prevent gangrene; first, the patient 
should be instructed in the elementary care of 
the extremities; our first advice to the patient 
is that the extremities should be kept warm at 
all times. The second thing is that the patient 
should never put anything on the extremities 
that causes any irritation, such as solutions con- 
taining iodine, carbolic acid salves, or irritating 
ointments. Such procedures have been the cause 
of gangrene in 30 per cent of our cases. The 
third thing is that the patient should never cut, 
never injure, or produce any trauma in trimming 
nails or corns. These admonitions sound trivial, 
but when one realizes that an ulcer or gangrenous 
lesion may be initiated by some simple interfer- 
ence with poorly vascularized skin, one realizes 
how important they are. 

From the standpoint of more active treatment, 
after careful selection about one in three of these 
patients undergo sympathectomy. We find that 
there are two factors in the reduction of circula- 
tion in the limbs; one organic closure, and the 
sther vasoconstriction in the collateral arteries. 
It is this vasomotor factor that can be removed 
by sympathectomy. The blood supply to the ex- 
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tremities can be markedly increased by removal 
of the vasomotor fibers. 

A more recent development in therapy has 
been the advent of tissue extracts in the treat- 
ment of claudication. These are opening up a 
new field of therapeutics and the results so far 
have been encouraging. Both of these patients 
have had treatment with tissue extracts. 


The second patient, Mr. K., is fifty-nine years of age. 
He has gone through a very similar course of events 
to that of Mr. B. in a period of about eight years. 
The disease has probably run its course in these eight 
years, whereas Mr. B., after sixteen years, is still hav- 
ing periods of activity of the disease, as shown by the 
recurring superficial phlebitis. 

What I am interested in demonstrating in Mr. K.’s 
case is the significant effects on claudication of the 
treatment by tissue extract. Claudication is the most 
pathognomonic symptom we have in medicine. It is 
quite comparable to constrictive pain in coronary scle- 
rosis. It is a constant symptom in that, after a given 
amount of exercise, the patient has to stop for one or 
two minutes; the same amount of exercise can then be 
repeated. The distress is described as a cramp, or ex- 
cessive fatigue, in a group of muscles, usually in the 
calf or in the foot. I am going to ask Mr. K. to de- 
scribe exactly what that sensation is. 

Mr. K.: “In my case the sensation is always in the 
foot. It is so painful that I have to stop walking.” 

“How far could you walk five years ago?” 

Mr. K.: “I could walk two or three miles.” 

“How has that changed in the last five years?” 

Mr. K.: 
froze, and I nearly froze my remaining foot. 
that I could not walk at all. 
walk about fifty feet.” 


“Last winter, out in the country, my car 
After 
Later I got so that I could 


In other words, within a period of, say forty-eight 
hours, his tolerance to exercise reduced from ability 
to walk a mile to ability to walk fifty feet. This indi- 
cates that the patient must have had an ascending 
thrombosis that probably involved the femoral artery 
at least as high as the middle of the thigh. 

“How did the condition change in the next month 
or two?” 

Mr. K.: “I stayed off my foot for six weeks, and the 
condition didn’t get very much better until I went down 
and tried your tissue extract.” 

Here was a man who apparently had reached an im- 
passe in his ability to walk as a result of thrombosis 
of the major arteries of his remaining leg. I didn’t 
see Mr. K. when he was down for treatment, but I 
saw his records and they were very convincing. 


The extracts we used in these two cases were 
of three types. One is obtained from the pan- 
creas, one from skeletal muscle, and one from 
heart muscle. The active principles in these ex- 
tracts are not well understood. Apparently there 
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is some common substance that seems to be re- 
sponsible for the remarkable change that takes 
place in relieving claudication. This substance is 
believed to be adenosin. It is one of the amines, 
By giving a patient some pure adenosin triphos- 
phate, results can be effected which are fairly 
comparable to those obtained by using pancreatic 
or skeletal muscle extracts. 

The treatment we have carried out, using Mr. 
K. as an example, is as follows: the pancreatic 
extract is usually injected into the muscle, in 
amounts of 3, 4 or 5.c.c. Miss Roth, who is in- 
vestigating this work, takes these patients for 
what she calls a “military hike.” Using a stop- 
watch, and stepping two steps a second, or 120 
steps a minute, she notes the time when for them 
to continue walking: becomes impossible. We 
thus have a measuring rod. We take these pa- 
tients, quickly pacing with them so they don’t lag; 
they will come to a stopping point and say, “I 
can’t go any farther.” 


“Before the treatment, Mr. K., how long would it 
take you to make that trip down the corridor?” 
Mr. K.: “Not much more than a minute.” 


“Did you notice any change the first day?” 
Mr. K.: 


“Yes, I noticed a change after every injec- 
tion.” 


“How much did it step up your walking time?” 
Mr. K.: “I think it almost doubled.” 

“Would each injection still keep doubling the time?” 
Mr. K.: “Yes.” 


“What was your maximum walking time after a 
series of treatments ?” 

Mr. K.: “Twelve minutes.” 

“You increased approximately 1200 per cent, twelve 
times your walking time; with how many injections?” 

Mr. K.: “About six or seven.” 

“About two or three days apart?” 

Mr. K.: “Yes.” 


That is an extraordinary thing when you think 
about it; with the use of the extract his walking 
time was increased twelve times, a 1200 per cent 
change within a period of ten days or two weeks. 

This treatment is successful in about 85 per 
cent of the cases. How does it work? We have 
always thought the symptom of claudication was 
like the distress from coronary disease. We have 
been studying these extracts trying to find out 
how they act. We know they do not dilate the 
blood vessels because we can take accurate 
measurement of surface temperatures, and no 
change occurs. These patients for some reason 
or other, have the capacity in their muscles for 
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exercising much more efficiently with the intro- 
duction of some substance. We feel now that 
there is some substance in the body, common 
perhaps to all tissues, that supplies a key sub- 
stance in a contracting muscle that lacks sufficient 
blood. If this is true, it of course opens up 
many very interesting things from the standpoint 
of treatment of muscular diseases. We have not 
applied this treatment in coronary disease, but 
it should have similar effects. 

I am bringing up these things rather quickly, 
because they represent some rather active prog- 
ress that has taken place in the treatment and 
consideration of these diseases about which we 
formerly have been rather pessimistic. As I say, 
we feel chagrined that these two men had to lose 
an extremity. Perhaps if they had had the dis- 
ease ten years later they would have escaped it. 

There is so much being written on diseases of 
the blood vessels at the moment that the whole 
problem sounds rather complicated. One might 
think that complicated devices were necessary in 
order to make the diagnosis and carry out treat- 
ment in these cases. This is not true. For the 
diagnosis of these conditions the only instruments 
One can see 
changes in color on exposure to cold, and one 


needed are the eyes and fingers. 


can feel pulsations, or detect the lack of them, 
in peripheral blood vessels. 

It is rather strange that in a complete physical 
examination these pulsations of the peripheral 
arteries are not noted once in a thousand times. 
I am certain that this is true, and yet in spite of 
the fact that here is a most simple examination, 
pulsations in the dorsalis pedis, posterior tibial, 
popliteal, femoral, ulnar, and radial arteries for 
some reason are not examined routinely. 

If disease of the blood vessels is suspected, 
absence of pulsation is easily detected. For in- 
stance, this man had weakness and distress of 
the leg, and was tired after walking a certain 
distance. The first thing one should think of is 
the blood supply. 


We are very assiduous in examining the lungs 
and heart, but we forget that tissues need blood. 
The first thing to consider in any disturbance in 
the leg or arm is whether or not the part is get- 
By simple palpation of the 
arteries one can determine whether the involve- 
ment is of obstructive or vasomotor origin. If 


ting sufficient blood. 


the condition is of obstructive origin, consider- 
able responsibility rests on the physician in the 
prevention of loss of that limb. 


INSOMNIA* 


GORDON R. KAMMAN, M.D., F.A.C.P. 


Instructor in Nervous and Mental Diseases, University of Minnesota 


Saint Paul 


ECAUSE of the already existing mass of 

medical writing on the subject of insomnia, 
another contribution to the voluminous literature 
devoted to this sympton really should begin with 
an apology. However, when one pauses to con- 
template the mass of non-medical literature on 
the subject and becomes cognizant of the perni- 
cious implications contained therein, another sci- 
entific consideration of insomnia seems some- 
what more justifiable than at first glance. 

The evils of sleeplessness have been empha- 
sized in everything from the holy scriptures, 
through the manuscripts of Shakespeare, to 
modern magazine advertising. The beneficent in- 


*Read before the Minnesota Society of Neurology and Psy- 
chiatry, at the annual meeting of the Minnesota State Medical 
Association, Duluth, July 16, 1934. 
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fluence of slumber has been alluded to in the lit- 
erature of practically every period of human ex- 
istence and it is small wonder, therefore, that the 
problem of sleep has been one of the major pre- 
occupations of mankind from time immemorial. 
In modern times barely a month goes by that our 
enterprising drug industries do not present at 
least one new sedative to the medical profession. 
The writer recently made an effort to determine 
through a national statistical bureau approxi- 
mately how much advertising space was devoted 
in the United States each year to the propa- 
gandizing of commodities whose main function 
was the promotion of restful sleep. It was re- 
ported that because of the extent of such a 
project the expense of compiling pertinent data 
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would be prohibitive. The answer to this must 
be that the problem of the induction of sleep is 
one that is very imperfectly understood by those 
charged with the responsibility of its manage- 
ment, namely, the medical profession. 

It has been said that a physican’s art stands in 
inverse proportion to the amount of opium and 
opium derivatives he prescribes. Yet, the arma- 
mentarium of the present day physician is over- 
burdened with products of countless enterpris- 
ing manufacturing chemists. The fault seems to 
be that the physician relies too much on medi- 
cines and the statements of pharmaceutical de- 
tail men, and is not willing to devote enough 
time to get at the basic cause of what he is try- 
ing to treat. Time and again patients have come 
to me glibly stating that they have been taking 
such and such a preparation for so many months 
or sO many years under the direction of a phy- 
sician, no effort at causal therapy ever having 
been made! 

As with all other medical problems, a discus- 
sion of insomnia should begin with a consider- 
ation of its cause or causes. It is not necessary 
here to discuss the various theories as to the 
true nature of sleep. None of the four or five 
popular theories has ever been proven. Suffice 
to say, however, that sleep seems to be primarily 
a function of the nervous system. It is a period 
of physical and psychological recuperation which 
apparently is instinctive. Von Economo in his 
masterly discussion of that amazing disease. en- 
cephalitis lethargica has shown us that in the 
brain there is a sleep center. This center is sit- 
uated in an area of gray matter in the posterior 
third of the lateral wall of the third ventricle. 
We know that sleep has to do with inhibition or 
decreased activity of the cerebral cortex—a 
diminished state of consciousness. Intellectual 
activity (worry, excitement, the conscious ap- 
preciation of physical discomfort, etc.) inter- 
feres with sleep. Pavlow has shown that the re- 
peated action of a conditional stimulus produces 
sleep. For example: if a dog is conditioned to 
salivate at the sound of a bell by showing him 
food every time the bell is rung, and then the bell 
is rung a number of times without showing any 
food, the dog will not salivate but will go to 
sleep. This tends to show that stimulation of 
some cortical areas tends to inhibit neighboring 
areas, and eventually this inhibition spreads over 
the entire cerebral cortex and causes sleep. It 
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is possible, therefore, that sleep is a multi-condi- 
tioned reflex: i.e., darkness, disrobing, getting 
into bed, silence, and a host of other routine ac- 
tivities amounting almost to ritual, act as “con- 
ditioners” tending to promote inhibition of the 
cerebral cortex and produce what we call sleep. 
With these facts in mind it is easy to see how 
any form of cortical activity, even so simple a 
process as the counting of sheep, would tend to 
keep one awake. This point of view will aid in 
understanding psychogenic insomnia which will 
be discussed later. 

Reference was made above to the desirability 
of causal therapy in insomnia. Before causal 
therapy can be instituted in any disorder a 
knowledge of its etiology is essential. Follow- 
ing is a modification and elaboration of Anthony 
Feiling’s' classification of the etiologic factors 
in insomnia : 


. Bad habits. 
Lying in bed late in the morning. 
Dissipation and dietary indiscretions at night. 
Purely external causes. 
Noises, extremes in temperature, uncomfortable 
bedding, crowding, etc. 
3. Physical diseases. 
a Pain or severe discomfort from injury or dis- 
ease. 

Toxemic states in infectious diseases or in- 
toxication from uremia, alcohol, hyperthy- 
roidism, caffeine. 

Disorders of the cerebral circulation as in hy- 
pertensive heart disease, and severe an- 
emias. 

Structural diseases of the brain, such as ar- 
teriosclerosis, brain tumor, syphilis, senile 
changes, acute and chronic encephalitis, and 
post-traumatic states. 

4. Psychoses. 
. Emotional disturbances, such as anxiety states, 
hysteria, neuroses, and psychoneuroses. 


A large proportion of our insomniacs belong 
to the last group and are the most difficult of all 
to treat. Obviously, when the sleep disorder can 
be traced to bad habits, environmental disturb- 
ances, physical disease, or to a psychosis, the 
treatment must be directed at one of these fac- 
tors and the insomnia regarded as an incidental 


matter. However, in what I have termed true 
psychogenic insomnias, namely, those insommnias 
in which lack of sleep is the only complaint the 
patient has to offer when he first consults his 
physician, the problem of treatment is much 
more complex. 
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The neuro-insomniac, if such a term is per- 
missible, places major emphasis on his inability 
to sleep. “If I only could get some sleep I 
would be all right,” is a phrase with which all 
of us are only too familiar. It is in these cases 
that the physician is apt to fall into grievous 
error by the indiscriminate exhibition of a great 
variety of sedatives, usually barbiturates, with- 
out delving into the patient’s emotional life and 
finding there the cause of the insomnia. To 
treat these patients chemotherapeutically without 
any thought of psychotherapy merely makes 
matters worse and frequently creates an addic- 
tion to the idea of the need of a sedative. I 
feel that in this instance an individual can be- 
come addicted to an idea very much as others 
might become addicted to a narcotic drug. In 
the first case it is not the drug that the patient 
craves, but the taking of a sedative is the mate- 
rialization of his conviction that in order for 
him to be normal he must have some sleeping 
medicine. 

There are several rather constant characteris- 
tics of the neuro-insomniac. First, he usually 
falls into either one of two groups. Either he 
really does lie awake and obtains only a mini- 
mum of sleep, or he really gets enough sleep 
necessary for the conservation of health but in- 
sists that he needs still more. Sleeping hours 
pass so quickly and waking hours so slowly 
that the insomniac always underestimates the 
amount of sleep he obtains. 

The second characteristic of the neuro-insom- 
niac is that he is possessed by an intense fear of 
The unin- 
formed and therefore fearful patient begins in 
mid-afternoon to dread the oncoming night. 
By the time he is ready to retire he has worked 
himself up into such a state of intense cortical 
excitement that inhibition is impossible, and 
sleep does not come. After he gets to bed he 
has his watch and a flashlight on the bedside 
table, and every fifteen minutes or so he notes 
the time and becomes progressively more ap- 
prehensive and fearful with the passage of each 
quarter of an hour. He employs all of the time- 
honored devices which he believes will put him 


the consequences of lying awake. 


to sleep—sheep counting, concentrating on sleep, 
counting by fives to ten thousand, and numerous 
other rituals. This merely tends to keep his cer- 


ebral cortex more active and the sieep center is 
powerless to inhibit it. According to Klingman,? 
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thought on any subject is perfectly harmless to 
an individual providing there is no accompany- 
ing emotion. If one merely thinks of a burglar 
there is no reaction. If one actually sees a 
burglar, gun in hand, coming through the win- 
dow at night the emotion of fear springs into 
consciousness. In other words, the emotion of 
fear has been added to an idea and a complex 
has been formed. A complex is an idea plus 
an emotion. For example, add to the simple 
thought of sleep the fear of not being able to 
sleep, and one has a complex. This complex is 
very prevalent among neuro-insomniacs. 

The reason why the neuro-insomniac usually 
goes to sleep at four or five in the morning is 
because he gives up trying to do so and says, 
“What is the use of trying any longer, there is 
no time for decent sleep anyway.” He breaks 
up his complex by removing all emotion. His 
cerebral cortex then becomes inactive, the sleep 
center causes a wave of inhibition to spread over 
it, and the individual falls alseep. I always em- 
phasize the fact that sleep is natural, it is au- 
tomatic, instinctive, and is disturbed only when 
interfered with. Therefore, when the insomniac 
stops interfering with sleep, i.e., stops fretting, 
worrying, and fussing, his sleep center will do 
the rest. 

The third characteristic of the neuro-insom- 
niac is that he usually feels that he is very much 
misunderstood and abused. True, he is mis- 
understood, but not in the sense that he thinks 
himself to be. Because neuro-insomnia is a 
white-collar product, an inevitable result of our 
modern intense high-pressure manner of living, 
it is frequently thought of by the laity, and also 
by too many physicians, as an “imaginary” dis- 
order. This does the insomniac a great wrong, 
and his feeling of abuse and of being misunder- 
stood is well founded. These people actually 
need expert attention. They are really mal- 
adjusted and their suffering is just as genuine as 
the suffering caused by gastric ulcer, cancer or 
any other disease. 

We see, therefore, that the condition demands 
treatment. When the insomnia is the result of 
some underlying physical disease, or of external 
causes, a psychosis, or bad habits, the treatment 
is relatively simple and usually consists solely in 
an attack upon the cause. However, in genuine 
insomnia of purely psychogenic origin, i.e., what 
I have called neuro-insomnia, the treatment is 
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somewhat more involved. This is true because 
the cause is more difficult to determine, the con- 
dition is usually of long standing, and the patient 
has acquired some bad habits of thought that 
must be corrected. This usually necessitates a 
lengthy process of re-education. It is my pur- 
pose to discuss the treatment of only this type 
of insomnia. 

The treatment of neuro-insomnia may be di- 
vided into three different parts. These are chemo- 
therapy, physiotherapy, and psychotherapy. All 
three must be administered simultaneously, as 
without one the other two are ineffective. Let 
it be emphasized from the start that one of the 
prime prerequisites to the treatment of neuro- 
insomnia is a conviction on the part of the at- 
tending physician that he will get results. This 
confidence on the physician’s part will be com- 
municated to the patient, and the therapeutic ef- 
fectiveness of the various procedures employed 
will be greatly enhanced. The tremendous thera- 
peutic value of the power of suggestion must 
ever be borne in mind. Witness the marvelous 
soporific effect of a large placebo capsule in a 
goodly number of cases of insomnia! The next 
thing that should be borne in mind in our treat- 
ment is the value of a definite and fixed routine 
for each individual patient. There is no routine 
that will fit all patients, and the treatment must 
be individualized. However, every patient must 
be admonished to do the same thing at the same 
time every evening. If, as has already been in- 
timated, sleep is a multi-conditioned reflex, the 
necessity of a definite routine will be appreciated. 

The least important part of the treatment of 
neuro-insomnia is the administration of seda- 
tives. A large number of psychotherapeutists 
and psychopathologists are opposed even to the 
occasional use of hypnotics in this condition.* 
Among these may be mentioned Dubois, Pierre 
Janet, Freud, Jung, Alfred Adler, MacDougal, 
Morton Prince, and Dejerinne. According to 
Meyer Solomon* these objections are based on 
the following beliefs: 

1. It is not causal treatment. 

2. There is danger of toxic effects. 

3. There is danger of addiction, and self- 
medication may ensue. 

4. The drugs may be used for suicidal pur- 
poses. 

5. Their use is a temporary and not a per- 
manent solution. 
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6. It is a resort to an artificial crutch. 

7. It is an easy way out—the line of least 
resistance. 

8. Other necessary treatment may be neg- 
lected by the physician, or patient, or both. 

9. It gives the patient a wrong idea of the 
causes and of the fundamental importance of 
the psychotherapeutic aid required. 

However, in spite of these objections it is my 
belief that soporific drugs occupy a place in the 
treatment of insomnia. The derivatives of bar- 
bituric acid seem to be the most popular drugs 
now in use, but I must insist that they be used 
over comparatively short periods of time, be 
changed frequently, and their importance mini- 
mized to the patient. Psychologically, we believe 
in the stimulus of success, and sometimes giving 
our patients four or five nights good sleep will 
break up their complex by abolishing fear, and 
they will be started on the road to recovery. 

When selecting a sedative the following cri- 
teria should be borne in mind: harmlessness, 
good therapeutic effect, rapid destruction in the 
body, rapid induction of sleep without prelimi- 
nary stage of excitement, absence of hang-over, 
palatability, absence of habit-forming properties, 
and low cost. Not until all of these factors are 
taken into consideration is the physician justified 
in prescribing a sedative in a case of neuro- 
insomnia. Because of the fact that some patients 
become addicted to the use of barbiturates, espe- 
cially barbital (Veronal), I feel that legislation 
making it unlawful for anybody to sell these 
preparations without a physician’s prescription 
should be encouraged, and that these prescrip- 
tions be not refillable. Such legislation is al- 
ready in force in England and also, I believe, in 
some of our own states. 

Under physiotherapy, the following procedures 
are usually beneficial in the treatment of in- 
somnia. First, the patient’s habits must be so 
ordered that the evening meal is always taken 
at the same hour, and that the same amount of 
time is allowed to elapse every evening between 
eating and retiring. Ritual appeals to many peo- 
ple, especially neurotics. Second, a warm bath 
(Dauer bath) immediately before retiring tends 
to promote both physical and mental relaxation. 
The temperature of the bath should be between 
95 and 98 degrees F., and the patient should 
remain in it for from twenty minutes to half an 
hour, with an ice cap to his head. Sometimes 
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in hospital practice we use the neutral moist 
body pack instead of the Dauer bath. It goes 
without saying that the patient’s sleeping cham- 
ber should be the proper temperature, the bed 
comfortable, and the room quiet. In some of the 
German clinics I have seen preparedness for 
sleép (Schlafbereitshaft) augmented by general- 
ized diathermic autocondensation and encasing 
the legs in (Wadenbindung). 
Cold compresses to the abdomen sometimes are 
No food should be 
eaten late at night, but a hot drink may be taken 


wet stockings 


beneficial to the patient. 


at bedtime. 

Undoubtedly the most important phase of the 
treatment of neuro-insomnia is psychotherapy. 
The first thing to do is to abolish from the mind 
of the patient all fear of lying awake. No one 
has ever died from lack of sleep. Many in- 
somniacs fear that brain cells will be destroyed 
by lack of sleep. As a matter of fact, sleep does 
not promote mental growth.? The farther down 
we go in the animal scale, the more sleep we 
encounter. Infants and adult idiots spend much 
of their time in sleep and those who grow the 
least physiologically and mentally sleep the most. 
After divesting the patient’s mind of fear, we 
must teach him to cultivate an attitude of indif- 
ference toward his problem. 
in a great many psychogenic disorders, and I 
have phrased this admonition advisedly. First, 
the attitude must be cultivated. We cannot ask 
our patient to dismiss his own special preoccupa- 


This is necessary 


tions instantaneously. The task must be under- 
taken gradually, like the learning of a new lan- 
guage or the playing of a musical instrument. 
Next, the attitude must be one of indifference. 
Indifference implies absence of anxiety, and the 
abolition of anxiety allows the breaking up of 
the insomnia complex, the activity of the cere- 
bral cortex decreases, inhibition takes place, and 
sleep ensues. 

The next step in the treatment of insomnia 
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is an effort to find out whatever in the patient’s 
emotional mechanisms or in his life situation is 
responsible for either his sleeplessness or else his 
desire to be out of contact with reality for a 
longer period of time each twenty-four hours 
than is necessary for normal recuperation and 
rest. In these latter cases, the patient must be 
taught, not how to sleep, but how to remain 
awake longer. Many people have some overt 
worry which haunts them at night. Many have 
the bad habit of thinking and planning for the 
next day after having relived all of the events 
of the one just passed. There is also the type 
of patient who denies that he worries. He keeps 
his cerebral cortex active by trying to keep out 
of consciousness his daytime perplexities and 
preoccupations. Sometimes when the patient’s 
sleep is disturbed by dreams, especially recurring 
dreams with the same content, we can find in 
them by analysis symbolic expressions of an un- 
satisfactory life situation which must be reme- 
died. 

Obviously cases falling into these groups are 
individual problems and must be treated as such. 
Their solution lies, not in the indiscriminate ad- 


ministration of sedatives, but in a careful an- 


alysis and elimination of the underlying psycho- 


genic causes. This requires patience, diligence, 
and, above all, a thorough understanding of the 
various psychopathologic processes at work in 
each individual. This, in my opinion, is the most 
important factor in the treatment of that much 
mismanaged and_ all 
neuro-insomnia. 

1125 Lowry Medical Arts Building 


too prevalent disorder, 
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ATTEMPTED SUICIDE* 


Investigation of One Annual Series in the Minneapolis General Hospital 


JOSEPH C. MICHAEL, M.D., and BURTON P. GRIMES, M.D. 
Minneapolis 


5 den problem of suicide has received much at- 
tention throughout the ages of human his- 
tory. A particular interest attaches to the un- 
successful suicide. It is our purpose to report 
on a fairly representative group of patients seen 
in a municipal hospital from July 1, 1932, to 
June 30, 1933. During that period this hospital 
received routinely the emergency cases trans- 
ported by ambulance, and also many who were 
brought to the hospital by other conveyances. We 
shall append a note on the successful suicides in 
Hennepin County for the same period. This area 
includes the municipality plus approximately an 
additional 100,000 county population. 

The attempt to inflict injury upon or destruc- 
tion of the self signifies a special type of psycho- 
pathology. Causes may be grouped generally as: 
(a) precipitating, and (b) primary. Though the 
social group habits and external conditions have 
a positive or negative influence, the culmination 
in the attempt at suicide is preceded by person- 
ality disturbances, by inner conflicts of varying 
types and periods of duration. The external con- 
ditions lend themselves quite readily to outlining, 
but the more primary personality problems are, 
as is to be expected in so many psychiatric con- 
ditions, of a highly individual character. And 
these are ascertained only by objective study of 
the individual’s life experiences, and of his sub- 
jectivities and responses thereto. Our series of 
cases includes the patients who died following 
their reception in the hospital. 


Precipitating Causes 


Tables I to XI are presented to indicate the 
precipitating causes. 

Referring to Table I, we were unable to sub- 
divide the white race group. Conventional suicide 
statistics reveal that the north European or Ger- 
manic races show a higher rate than the Latin 
and Celtic group. The rate for the colored races 

*From the Minneapolis General Hospital and the Division 
of Neurology and Psychiatry, Medical School, University of 
Minnesota. Presented before the Minnesota Society of Neu- 


rology and Psychiatry at the annual meeting of the Minnesota 
State Medical Association, July 16, 1934. 
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in the United States is one-third of that for the 
white. Descendants of European immigrants in 
this country tend to show a higher rate than their 
forbears. 

The youngest in our group was seventeen years 
of age. The twenties and thirties show the high- 
est incidence. In the successful suicide series the 
rate rises steadily from the teens upward, though 
for the female sex the rise after the third decade 
is not as significant as it is for males. 

Religion has an unquestioned influence upon 
the suicide rate. The Irish Free State is at the 
bottom of the list for successful suicides for 1930 
with a rate of 2.8 for 100,000 population. Spain 
follows with 3.5, Italy with 9.6. Traditionally 
Catholics and Jews have the lower rates. In our 
series of attempted suicides the proportion for 
Catholics seems relatively high. The fact that a 
number of these patients had actually made no 
serious attempt to kill themselves, as we shall 
note below, no doubt explains this higher per- 
centage. 

The factor of occupation presents no striking 
situation. 

Approximately one-half of our group show 
either unemployment or inadequate employment. 
Undoubtedly this factor is a precipitating cause 
of some significance. Yet Table X, presenting in- 
cidence for twelve successive months when our 
economic situation and employment fluctuated 
most seriously, indicates little confirmation. 

In considering the methods employed we find, 
as one would naturally suspect, the agents utilized 
to be those that are most readily available in an 
urban home. Domestic gas and lysol head the 
list. One naturally is tempted to speculate upon 
the question, how many more in our series would 
have died had they had greater opportunity to 
seize more lethal agents in their moments of emo- 
tional distress ? 

Though the list for previous attempts may un- 
derstate the real facts because of expected de- 
signs to concealment, it is nevertheless our strik- 
ing observation that so many of our attempted 
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suicides undergo the experience in such a singular 
way. To learn of subsequent attempted or suc- 
cessful self-destruction is quite exceptional. 

Seasonal influence corresponds roughly to that 
given in tables for successful suicides. The late 
spring months tend to show higher incidence, and, 
as to time of day, the early and late evening 
hours are those when attempts tend to be most 
frequent. 


Primary Causes 


Suicide is not necessarily a sign that the per- 
son was mentally ill. However, the majority of at- 
tempts at self-destruction occur in individuals 
who are emotionally depressed or who manifest 
impulsive anxiety. When the patient is inter- 
- viewed following an attempt he will, of course, 
excuse himself. His rationalization may at first 
mislead; the deeper conflicts tend not to be 
touched upon except when more prolonged study 
is undertaken. This study is not always possible 
in a large public hospital service for various rea- 
sons. 

We should bear in mind that in this patient 
group, as is the case in so many reactive psychic 
disorders, there is a complexity of causal rela- 
tionships. Table XII indicates motives, some of 
which were readily volunteered, others not. Diffi- 
culties and stresses involved in the love life, while 
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TABLE IV. CIVIC STATUS 





Single |Married| Widowed |Divorced| Estranged 





22 26 
21 38 
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TABLE V. RELIGIONS 
Protestant 
Catholic 
Jewish 

Unknown 














TABLE VI. OCCUPATION 
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Laborers................ 
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admittedly presented in high incidence, are never- 
theless intimately bound up with alcoholism, 
cruelty by the spouse, insufficient income, unem- 
ployment, poverty, unwholesome familial and 
communal attitudes, personality liabilities of the 
psychopathic constitution type, stressful individ- 
ual experiences, and bodily diseases or defects. 

Fully one-half of our series presented emo- 
tional conflicts in personalities indicating no 
major disorder, or defect. In addition to planned 
suicide, we note in a group of patients that in 
their moments of severe emotional panic the 
turning on of gas, grabbing the lysol bottle, or 
what not, is for them their quite transitory hope 
of relief from excessive internal tension. And 
then, a third group are, it appears, not sincere 
in their attempt at self injury; rather they stage 
a drama for the purpose of gaining attention 
which has hitherto beer denied them. These group 
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TABLE VII. EMPLOYMENT STATUS 





Male Female 
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M. W. D. E. 
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Employed__..___. 5 
Employed Part Time 
Unemployed 

Never Employed 
Inadequate Income 
No Information... 
Husband Employed 
Husband Unemployed 
Widow Pensioned.... 
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Health 
Health 
Health 
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Disinte 
Love a 
Quarre 
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Disinte 
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Cruelt: 
TABLE VIII. METHODS TABLE X. TIME OF YEAR Desert 
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Male Female ; Male Female 





Carbon Monoxide 11 15 |" ee 

(Domestic Gas) August 
I sesscsscincicinsnn ; f j , September. ...... 
Eee eee , ‘ 5 October 
SO ae ee i j November........ 
Bichloride Mercury. . 3 December ........ Shee 
Leaping.......... “ f January. 1933..... 
Potass. Permanganate.. February........... “ 
Veronal._... March......... “ 
mae... i 
Razor..... 
Rat Poison 
Drowning 
Automobile 
Rubbing Alcohol 
Paris Green 
Chloral Hydrate 
Acid Salicylic 
Luminal Poisoning....... 
Hanging 
Liquid Ammonia 
Gas and Drowning 
Camphophenique 
Gun and Hammer 
Formaldehyde and HgCh... | 
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TABLE XI. TIME OF DAY 


~ 
a) 





P. M. 


ati te eno ee te a ee ae ee ee es a 


1:00 
2:00 
3:00 
4:00 
5:00 
6:00 
7:00 
8:00 
9:00 
10:00 
11:00 








TABLE IX. PREVIOUS ATTEMPTS 





Male Female 





Second Attempt 
Single... . 
Married 

Third Attempt 
Married......... , 

Fourth Attempt 
| SRR Cn 
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“During morning’’....... 
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TABLE XII. MOTIVES ASCERTAINED 





Male Female 








W. 





CeCe 

Health and finances............ 
Health and relatives...._._.. 
Disinterested boy.. 
Disinterested girl ....... : 
Love affair with married man 
Quarrel with lover.......... 
Domestic and sex troubles 
Disinterested husband... 
Disinterested wife... 
Cruelty and liquor... 
Cruelty and nonsupport. 
Desertion by wife... 

Quarreling among children over pension 
Chronic alcoholism 

Accused of theft............. . 
Money stolen... ; 
Attacked 3 months prior... 
Mother abusive... 
Father (Incest)... ..02..... 
Girls unattracted to him... 
Employed only part time 
Unemployed ; 
Insufficient Income.......... 
Reason unknown 


Pee WNN OUR PNP RK Ne 


to 


NP OOP Ree ee 


— 

















TABLE XIII. PSYCHIATRIC STATES TABLE XIV. ASSOCIATED DISEASE AND ADDICTIONS 





Per Cent Male Female | Total 





Psychoses 
(a) Affective Psychoses 
(b) Toxic Psychoses............ , 
(c) Dementia Paralytica............ 
(d) Traumatic Psychoses. ........ 
(e) Psychosis with other organic 
I I ices 
(f) Psychosis with other somatic 
ca cc crittacatucnGis tones 
(g) Psychosis, types inadequately 
eee ee 5 
i icceeterans 
Th ral t f act 
(The several types of minor reactive Male | Female| Total 
personality disorders)... ........ 
Epilepsy : 
. Sagar ; 14 
Constitutional static defect states................... : : ‘ 
Committed to State Hospital 2 
(a) Psychopathic personality types... : : 
Discharged to family or 
(b) Feeblemindedness.. isc cadeaiticaes ats 
. others 39 
2. tient §.. 


Pee 10 y 32 
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eats pa 0 





TABLE XV. OUTCOME 
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divisions are not always clear-cut, to be sure. 
Immediately after regaining consciousness, or 
upon feeling the throat burning, or a generalized 
malaise, beholding the injury inflicted, the pa- 
tient not uncommonly has a wholly different at- 
titude toward life. Here we have the non- 
psychotic group, who, however, do present per- 
sonality liabilities in their capacity for emotional 
control, or some intellectual limitations, et cetera. 
Case reports will illustrate. 

The more pronounced mind disorders or defect 
states are listed in Table XIII. 


Associated Diseases 


Thirty-four of our patients were judged to 
have been under the influence of alcohol during 
their attempts at self-injury. In some instances 
the alcoholic state is but a part of the suicide 
plan. The incidence of syphilis and drugs noted 
in Table XII is not high. 


Outcome 


The disposition of our patients noted in Table 
XV indicates that seventeen died at varying inter- 
vals following their admission to the hospital. 
These and the small number transferred to state 
institutions represent those who had the more 
major types of psychic disorder. Several others 
were advised to continue institutional care. 
but their kin preferred to receive them in their 
homes. The large remaining group returned to 
their former environments, some of them con- 
tinuing to attend the out-patient clinic. We know 
that with but few exceptions these patients have 


made quite satisfactory adjustments. 


Reports of Illustrative Cases 
Minor Reactive Personality Disorder 


Case 1. Female, aged twenty-two, single, domestic, 
Protestant, native American. Brought to the hospital 
July 8, 1932, at 1:15 p. m., with the history that she took 
some permanganate tablets. The stomach was immedi- 
ately emptied and the patient was sent home. The next 
day she had pain on swallowing, epigastric distress, and 
a full feeling in the chest. Thereupon she presented her- 
self for admission. She related that she was infatuated 
with a married man as well as also with another man. 
She preferred the former but he had recently written 
her that he could not see her any more. Furthermore, 
she had contracted gonorrhea five years ago which was 
not treated adequately. Fearing she could not look for- 
ward to marriage, she planned to commit suicide. After 
an uneventful course of five days in the hospital, she 
was discharged. 
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Minor Reactive Personality Disorder 


Case 2. Female, aged twenty-one, married four years, 
housewife, Protestant, Porto Rico-American, eight and 
one-half months pregnant. She is said to have always 
been quite normal except for a tendency to temper dis- 
play at trivial provocations. Completed second year of 
high school in New York. Her married life has been 
happy except that she contracted gonorrhea from her 
husband soon after their marriage, and that two days 
ago she found a note from a woman in her husband’s 
coat pocket. Though there was otherwise no cause to 
doubt his loyalty, not long after his return to work in 
a neighboring town, she began to brood. The landlady 
smelled gas and had patient removed to the hospital, 
where her course was uneventful. No other signs of 
personality impairment were evident. 


Minor Reactive Personality Disorder 


Case 3. Female, aged twenty-five, single, cook, em- 
ployed, Protestant, born in Sweden and resident here 
for four years. Familial disease trends denied. She 
had been in love with a man for one year and became 
pregnant three months prior to her admission to the 
hospital. She alleged that she was confined to bed for 
a week with high fever, and other symptoms of flu, but 
recovered sufficiently so that she was able to return to 
her place of work. However, the next day there she 
went through an abortion, with much bleeding. She was 
confined to bed two days. Her lover to whom she was 
to be married announced suddenly he was through. On 
the day following she walked to the drug store nearby, 
asked for pills with which she could kill her sick dog. 
She was given blue tablets, and while on her walk 
away from the store, she swallowed one tablet. She 
vomited five minutes later. The legs seemed to give 
way, and she was helped to her lodgings. One hour 
later her lover found a note written to him by the 
patient saying that she intended to take poison, etc. Ex- 
cept that in the hospital she felt lonesome for her 
family, she presented no concerns other than those 
aroused directly by the sudden change in the attitude 
of her lover. She left the hospital feeling well, though 
saying that if the man would not ask her to marry him 
che would try suicide again. 


Psychopathic Constitution 


Case 4. Male, aged thirty-two, widowed for one 
year, unemployed chef, Protestant, nativity unknown, 
had been a patient at the University Hospital because 
of alleged colds and gastric complaints until the very 
day of his admission to the General Hospital. The man 
had called a woman to drive him from the hospital to 
his home. There this certain woman and a friend of 
hers prepared some warm milk to relieve patient's 
stomach complaints. Without any warning he became 
enraged. He locked the door, and, seizing a_ knife, 
stabbed the woman who befriended him and thereupon 
himself in the abdomen. He was found in an uncon- 
scious state, was operated upon unsuccessfully and died. 
Many questions in connection with this case remain 
unanswered but the sudden onset of rage with the 
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homicidal as well as suicidal acts stimulate our in- 


terest. 
Feeblemindedness 


Case 5. Female, aged twenty-nine, single, not em- 
ployed, Catholic, American, feebleminded (moron) was 
threatened three months ago by assault on the part of 
an elderly man known to her as an old friend. This 
aroused her fears so that she could not sleep at night 
unless she kept her cheek next to the cheek of her 
mother. She took a tablespoonful of Paris Green. An 
hour later she was received at the hospital. She died 
eighteen hours following the ingestion of the poison 
with suicidal intent. 


Psychopathic Constitution 


Case 6. Peculiar behavior since early childhood. His- 
tory of repeated conduct deviation. Her mother died 
when patient was two, and her father died when she 
was fourteen. She was reared in a Montana town of 
200. The girl was disciplined very strictly and was 
always disagreeing with her guardians. She could not 
go with boys, and had no social life without her parents. 
She graduated from High School at seventeen years. 
She came to Minneapolis, where she found it equally 
hard to please her sister and brother-in-law. One eve- 
ning a man who came to see the mother of her broth- 
er-in-law, forced sexual intercourse upon her, which 
resulted in pelvic Pains continued in 
back, et cetera, and soon suicidal ideas developed. No 
other sex irregularities admitted. 

On the third day in the Gynecological Ward, patient 
drank half an ounce of rubbing alcohol. She told the 
nurse of this at once. The stomach was pumped out. 
She became noisy, tried self-injury by striking her 
body, and then shrieked. Thereupon restraints had to 
be applied until she was transferred to the psychopathic 
department, where she still spoke of a desire to commit 
suicide. Refused to eat for three days. Intellectually 
unimpaired. Transfer to Hennepin County School at 
Glen Lake was advised. 
not very favorable. 


inflammation. 


Ultimate outlook regarded as 


Acute Alcoholism, Chronic Morphine Addiction and 
Attempted Suicide 

Case 7. Married man, aged forty-one, World War 
Veteran receiving $64 compensation because of a pre- 
vious diagnosis of tuberculosis. No symptoms of tuber- 
culosis when examined. Admitted to the hospital in the 
custody of the police; very noisy, shouting loudly, abu- 
sive. Has been drinking steadily for the past three days. 
A recently incurred lacerated wound of left wrist was 
alleged by him to have been caused by an accidental 
fall, though later he admitted cutting himself with a 
razor blade. His wife, who has attempted to dissuade 
him from using drugs and drinking, he says is to blame 
for his unhappiness. In less than twenty-four hours 
patient became calm, normally rational and co-oper- 
ative. His general demeanor and intelligence proved 
then to be above the average. 
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Hysteria. and Attempted Suicide 


Case 8. A young, single, obese woman, aged twenty- 
three, transferred from the University Hospital where 
under observation for suspected brain tumor, had 
made attempts to hang herself to the bedpost, then to 
drown herself by immersing her head in the wash 
basin, and on another occasion to jump out of the 
window. She had had an abortion performed two 
months previously. Following admission to the General 
Hospital, it was noted that there were alternating 
periods of apparent psychic normality and delirium. She 
had some convulsive seizures diagnosed by a physician 
formerly as “epileptic fits.” At intervals she was noted 
to scratch her face with her fingernails until bleeding 
was evident. Hallucinatory productions at times were 
dramatic. She could see her lover and wanted to kill 
him. Then she described seeing the grotesque features 
of the fetus which, after its delivery, was shown to 
her by the abortionist. Within two weeks the patient 
hecame more codperative, she conversed with other pa- 
tients and worked for and with them. However, periods 
of hysterical type of consciousness impairment and be- 
havior did recur. These gradually became less and less 
frequent, and less pronounced in degree so that dis- 
charge to her home after six weeks of management in 
the psychopathic department could be advised. The 
girl had been reared and had in the main steadily ad- 
hered to a continent moral code. 
The 


psychopathologic material. 


Readjustment is 


naturally not easy. case presents a wealth of 


Successful Suicides in Hennepin County 


During the period from July 1, 1932, to June 
30, 1933, a total of 134 people died by their own 
hand. Of that group sixteen were treated at the 
General Hospital prior to their death. The males 


outnumbered the females three to one. The com- 
monest methods employed were in the order of 
frequency as follows: (1) gas; (2) gun shot; 
(3) hanging; (4) drowning. 


Comments on Etiologic Viewpoints 


Suicide is a problem in psychic pathology which 
brings out two points of view, that of the individ- 
ual, and the sociologic. These would appear as 
ever conflicting with each other. Some authors 
tend to explain suicide in terms of one or the 
other of these categories. Many sociologists on 
the one hand reject the work of individual analy- 
sis and dwell exclusively on factors that have to 
do with environmental influences, group attitudes, 
conventions and stresses. These writers assume 
a sort of a fixed incidence rate of unstable per- 
sonalities and explain variations in the number 
of suicidal attempts in terms that have to do with 
social changes. Some psychiatrists have at times 
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leaned rather heavily in this direction. Others, 
however, take what seems a more logical point of 
view ; to them, in the words of Dr. Charles Blon- 
dell, “all that one may say in favor of the theory 
of the social causation of suicide is that among 
many psychopaths these causes are like the last 
drop of water which causes a vase to overflow. 
The vase has already been full with a predisposi- 
tion towards impulsive anxiety without which 
there would be no suicide.” 

The psychoanalyst has etiologic viewpoints 
which are concerned quite exclusively with indi- 
vidual factors. Freud maintains that the ten- 
dency to self-destruction is present, to a certain 
degree, in many more persons than those who 
bring it to completion. To find the mental energy 


to kill himself, the individual is in reality motiy- 
ated to kill an object with which he has identified 
himself. The death wish unconsciously directed 
against an object (another person) becomes, by 
curious mental mechanisms, directed against 
himself or merely some part of himself. And 
some bodily stigmata of hysteria are indeed re- 
garded as psychic or unconscious suicidal attempt 
upon a part of himself only. 

After all, the two viewpoints may be regarded 
as quite complementary to each other, with the 
individual factors (1.e., the psychiatric — the 
medical) as fundamental, and the social factors 
as contributory. The sociologic investigation may 
complete the psychopathologic but the former 
cannot replace the latter. 





MULTIPLE AREAS OF CUTANEOUS GANGRENE FOLLOWING SCARLET FEVER* 


With Report of Case 


S. E. SWEITZER, M.D., and CARL W. LAYMON, M.D. 
Minneapolis 


ULTIPLE areas of cutaneous gangrene 

constitute, fortunately, an infrequent com- 
plication of scarlet fever, but nevertheless one 
which presents a difficult therapeutic problem. 
This feature of the disease is given but scant 
mention in the current textbooks, and is reported 
only rarely in the literature. 

In discussing the condition, Fedders' divided 
post-scarlatinal gangrene of the skin into the fol- 
lowing general types: 

1. Gangrene of a localized area, most com- 
monly a portion of or an entire extremity 
due either to thrombosis or embolism. 
Gangrene due to a septic process surround- 
ing underlying lymph nodes (as a rule in 
the cervical region) or other structures. 
Rarely gangrene of the Raynaud type, 
which may accompany other common in- 
fections as well as scarlet fever. 

Isolated areas of necrosis of the skin not 
decubital in nature, and not fitting into any 
of the above groups. This division in- 
cludes the cases of dermatitis gangrenosa 


infantum (ecthyma gangrenosum), which 

*From the Division of Dermatology, University of Minnesota, 

H. E. Michelson, M.D., Director, and the Dermatology Service, 
Minneapolis General Hospital, S. E. Sweitzer, M.D., Chief. 
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rarely occurs as a complication of scarlet 
fever, and which is seen more frequently 
in conjunction with vaccination, varicella, 
and other pustular eruptions in infants. 


In his report, Fedders reviewed eight cases 
from the literature and described one of his own 


which fit into group four. Fedders’ case was 
characterized by severe cutaneous necroses but 
with very little disturbance of the general con- 
dition, The lesions were generalized and sym- 
metrical, and proved to be the sole complication 
of the disease. The blood picture spoke against 
a septic process and an increased sensitivity to 
scarlet fever toxin was not present. The lesions 
began as extravasations of blood into the epider- 
mia followed by necrosis within a week. How- 
ever, in some of the hemorrhagic lesions, necro- 
sis was either very superficial or did not follow 
at all. No evidences of blood dyscrasia could be 
found. Fedders was unable to determine any 
definite etiologic factor, although various pos- 
sibilities were considered such as angiospasm in 
the damaged tissues, local tissue asphyxia, post- 
infection thrombosis or embolism, disturbances 
of innervation, etc. 

Pasachoff and Sobel,’ in 1932, also reported a 
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case of dermatitis gangrenosa infantum which 
occurred in the course of scarlet fever. The pa- 
tient was a boy, five years of age, who developed 
a pustular eruption three weeks following the 


Fig. 1. Gangrenous lesions on cheek. Fig. 2. 


onset of scarlet fever. Before the appearance 
of the complicating eruption, the temperature had 
been normal for a week. The pustules, which 
were present only on the face and extremities, 
progressed to form shallow irregular, gangre- 
nous ulcers which healed with scarring in three 
months. Staphylococci were recovered from the 
ulcers. The authors believed that the etiologic 
factors were multiple, perhaps bacterial or toxic, 
and that the lesions were possibly a clinical man- 
festation of increased local cutaneous reactivity 
to bacterial products. 

Huebner? reported a case of gangrene of the 
skin in a case of scarlet fever which was com- 
plicated by septic arthritis. We feel that this 
case should be placed in group two. The patient 
developed bilateral cervical adenitis and arthritis 
of the knees, elbows, and fingers approximately 
three weeks after the onset of definite scarlet 
fever. The skin overlying the affected joints be- 
red and edematous coincident with 
of the pain in the joints. 


the 
A week later 
the skin over the right elbow became black and 
definite gangrene developed, covering an area 
which measured nine by eight centimeters. The 
ulcer finally healed after a period of five months. 
Huebner, at the time, was unable to find a simi- 


came 
onset 


lar case and stated that most examples of cu- 
taneous gangrene in scarlet fever occurred fol- 
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Gangrenous lesions on neck. 


lowing emboli or secondary to suppurating nodes 
in the cervical region. He believed that the 
gangrene in his patient was neither embolic, bac- 
terial, nor decubital in nature but that the chief 


Fig. 3. Gangrenous lesions on chest. 


etiologic factor was a vasomotor disturbance 
of the skin brought about by the severe accom- 
panying arthritis and edema. 

We believe that the case which we are report- 
ing should also be classified in group two: gan- 
grene of the skin secondary to an underlying 
septic process. There were definite differences 
between this case and those which have been 
reported under the title of dermatitis gangrenosa 
infantum, in which there is a generalized pus- 
tular eruption leading to multiple gangrenous 
areas. 


Report of Case 


History.—The patient, a white boy, six years of age, 
was admitted to the Minneapolis General Hospital on 
May 14, 1932. His mother stated that he had con- 
tracted a cold two weeks previously and that on May 
9 she observed that he looked and felt feverish. The 
following day a generalized eruption appeared, which 
was diagnosed urticaria by the family physician. On 
May 11, the patient complained of a severe sore throat 
and the nodes on both sides of the neck became greatly 
enlarged. The condition, as a whole, increased in sever- 
ity until the time of admission. 

The mother stated that the tonsils and adenoids had 
been removed three years previously and that the only 
contagious disease which the boy had had was varicella. 
The teeth had always been in poor condition. The his- 
tory by systems was, otherwise, essentially negative. 

Examination.—The examination at the time of ad- 
mission showed that the temperature (mouth) was 
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104.6° Fahrenheit, pulse 120 and respirations 32. Ex- 
amination of the ears by means of the otoscope showed 
no evidences of pathology. There was a profuse muco- 
purulent nasal discharge and the tongue appeared heav- 
ily coated posteriorly, while the anterior third was 
bright red due to desquamation. A diffuse pharyngitis 
and peritonsillitis of severe grade was noted. The 
cervical lymph nodes were tremendously enlarged on 
both sides of the neck. The skin presented the typical 
erythematous, punctiform exanthem of scarlet fever. 

Laboratory data and course —The laboratory findings 
at the time of admission were as follows: 

Urine: slight amount of albumin and an occasional 
red blood cell on microscopic examination. 

Blood: hemoglobin, 85 (Sahli); red blood cells, 
4,080,000; leukocytes, 16,000. 

There were no important variations in the above 
findings during this period of hospitalization. 

The cervical lymph nodes remained swollen and ex- 
tremely painful until June 24, 1932. At this time, 
fluctuation was found and an incision was made on 
the left side of the neck parallel to the sternocleidomas- 
toid muscle and 90 c.c. of pus spurted out. Previous 
to this operation, an alveolar abscess of the right, 
lower, fourth tooth was found and on June 16 the 
tooth was extracted. The procedure was followed by 
the formation of two small abscesses in the mid-por- 
tion of the right cheek. These were incised and drained 
on July 1. 

The skin surrounding each of the points of surgical 
incision became intensely red and edematous within 
a few days after the operative procedures. Within a 
week these reddened areas, which varied from 2 to 5 
centimeters in diameter, became more indurated and 
turned black, later sloughing out to form deep, gan- 
grenous ulcers, which were undermined at the borders 
and emitted a profuse ropy, purulent discharge, orig- 
inating chiefly from the underlying suppurating process. 
Thus there were two such areas of necrosis on the 
right cheek and one on the neck, posterior to the right 
ear. All were similar in appearance and varied only in 
size. 

On July 7, 1932, a furuncle appeared on the right side 
of the anterior chest wall at the level of the axilla. 
The lesion, however, presented no unusual appearance 
so the patient was discharged and advised to apply 
warm, wet dressings, and to report to the out-patient 
department for further care. At this time the lesions 
on the face and neck seemed to be improving. 

During the following month none of the lesions 
showed any tendency to heal, and, contrary to expecta- 
tions, drainage increased and the general condition of 
the patient hecame worse. 
August 15, 1932. 

During the second period of hospitalization, smears 
and cultures from the necrotic areas showed a variety 
of bacteria, including hemolytic streptococci, staphylo- 
coccus aureus and Gram-positive diplococci. The lesion 


He was readmitted on 


on the chest which, apparently, began as an ordinary 
furuncle now resembled the areas of necrosis on the 
face and neck. The general condition of the patient 
improved immediately following admission to the hos- 
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pital. The temperature remained within one degree of 
normal and the blood and urine showed no significant 
changes from August until December, 1932, when he 
was discharged. 

The chief problem was that of therapy. On August 
25, debridement of all the necrotic tissue in the four 
gangrenous areas was carried out. This was followed 
by antiseptic wet dressings, repeated skin grafts, ultra 
violet light, and hemolytic streptococcic vaccine in in- 
creasing dosage at five day intervals. The condition 
proved extremely refractory to all forms of treatment 
and healing took place slowly. Early in December, 1932, 
drainage from all the lesions stopped and epithelializa- 
tion of the ulcers became more rapid. At the time 
of discharge (December 17, 1932) the lesion on the 
chest had healed completely and the others were pro- 
gressing satisfactorily. The final healing of the lesions 
on the face and neck, completed early in January, 1933, 
resulted in the formation of heavy, red scars which 
have since become much less noticeable by assuming 
the color of normal skin. At the present time the 
patient is in good health. 


Comment 


There are several features pertaining to this 
type of case which make the condition worthy 
of note. As has been previously mentioned, ac- 
tual gangrene of the skin occurring in the course 
of scarlet fever is a rarity, even though such a 
complication as suppurative adenitis is present. 
The transition of an ordinary furuncle into an 
area of frank gangrene suggests that, in certain 
uncommon instances, the tissues of the debilitated 
patient, with scarlet fever, are predisposed to 
gangrenous processes much in the same manner 
as those of the diabetic. 

Striking, too, is the extreme torpidity of re- 
action of the tissues of these patients. The de- 
layed or complete lack of tendency toward heal- 
ing is a feature which has been emphasized con- 
sistently in the previous reports of similar cases. 
Change in the lesions is measured in months 
rather than days or weeks, hence this should be 
considered in giving a prognosis. Such necrotic 
ulcers are notably refractory to therapy regard- 
less of type. 

We believe that the etiology in this case was 
most likely bacterial infection directly into pre- 
viously injured tissues. Smears and cultures of 
ulcers of this type, however, are of little value 
due to the presence of various secondary in- 
vaders. In this instance, hemolytic streptococci 
were found most consistently and almost exclu- 
sively in some of the smears. It seems most log- 
ical to believe that these organisms played the 
greatest role in the gangrenous process. 
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CASE REPORTS 


Summary 


An odd case of gangrene of the skin occurring 
in the course of scarlet fever is reported, char- 
terized by necrotic ulcers secondary to underly- 
ing septic processes. The lesions were extremely 
obstinate to treatment and required a period of 
approximately seven months for complete heal- 


ing. 
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OSSIFYING HEMANGIO- 
ENDOTHELIOMA 


ARTHUR N. COLLINS, M.D. 
and 
GEORGE L. BERDEZ, M.D. 


Duluth 


The unusual occurrence of a tumor such as we are 
about to describe warrants its recording in the liter- 
ature. 


The patient, a man aged sixty-nine, a Norwegian 
machinist, was admitted to the hospital June 18, 1934. 
He complained of a tumor in the right inguinal region 
—stating he had first noticed this tumor in 1930. It 
was then about 1.5 inches in diameter, hard, but neither 
tender nor painful. 

In the winter of 1928 he had slipped on an iron plate 
in the sidewalk and had fallen striking his right hip. 
He was not disabled and there was no ecchymosis or 
apparent bleeding in the right inguinal region. He 
noticed a little soreness for two or three days but he 
went on with his work. 

During the last six months the mass had been grow- 
ing larger and it had doubled in size during the last 
two or three months. During the last few weeks, how- 
ever, when sitting and bending forward he had noticed 
soreness. There had been no pain otherwise, no loss 
of weight and his general health had_been good. 

On persistent inquiry, the patient finally remembered 
an incident twelve years ago when he was helping to 
lift a heavy iron safe. During the effort, he felt a 
painful strain in the right inguinal region. Following 
this there was a deep “black and blue” discoloration 
for a time. 

He further stated he had had an “osteomyelitis” of 
the right femur since he was fifteen years old, the 
drainage from this process having ceased about five. 
years before admission. Since the cessation of drain- 
age, he had been troubled with rheumatism and sciatica 
in the right leg. 

On examination, the man was large, well built and 
muscular. General superficis il examination was _nega- 
tive except for the tumor in his right groin. This was 
about three inches long and two inches wide, hard and 
more or less irregular in outline. It was somewhat 
movable, though it seemed to be attached deep down. 
It was not tender to manipulation, and did not shift 
in position or size during a cough. There was no fam- 
ily history of carcinoma; there were no pigmented 
moles on the legs or feet. In his work as machinist 
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he did not traumatize the right inguinal region. He 
stated he would certainly notice anything of the sort 
if it occurred because the tumor had been present for 
several years. 


Fig. 1. Photograph of the specimen removed. The light 
areas show calcification with beginning ossification. The dark 
areas are the cellular portions. 


Roentgenograms showed: 

1) Marked arteriosclerotic blood vessels. 
Calcification in the right inguinal region. 
No evidence of pathology in the right femur. 
Marked hypertrophic osteo-arthritic changes in 
lumbar spine. 
No evidence of previous disease such as tuber- 
culosis or osteomyelitis. 

The urine analysis gave negative results and as did 
the Wassermann test. 

On examination of the blood, the hemoglobin was 
86 per cent, the red blood count 4,210,000 and the white 
count 3,500 and 4,200 on two separate occasions. The 
polymorphonuclears on two separate occasions were 64 
and 49 per cent; the lymphocytes 34 and 48 per cent 
and the eosinophiles 2 and 3 per cent. 

On surgical removal the tumor was 
rather easily, 


“shelled” out 
except at the base where there were a 
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few fibrous adhesions to the fascia. The tumor was 
an elongated but rounded hard nodular mass measur- 
ing 11.3x6x6 cm. and weighing 210 grams (Fig. 1). 
It was irregularly hard in consistency with occasionally 
softer or almost fluctuating areas and it was surround- 
ed by a rather tough fibrous capsule measuring 0.1 to 
0.2 cm. in thickness. 





Fig. 2. 


Microphotograph of the cellular part of the tumor. 


Pathology—A _ biopsy 


cified. 
and there. 


Microscopic section (Fig. 2) showed in places, tumor 
by more or less densely grouped poly- 
hedral elongated or oval cells which often surrounded 
In other 
places the tumor cells showed a rosette-like arrange- 
Several 
newly formed bony trabeculae were embedded in the 
tumor masses, some of the trabeculae were formed by” 
osteoid substance not yet calcified, others were already 
trabeculze 
showed often a very irregular outline with grooves in 
The tumor was nec- 
There were only a few mitoses and 
the tumor was regarded as one having a slow rate of 


tissue, formed 
irregular spaces filled with red blood cells. 
ment. Occasionally the cells formed whorls. 


quite compact and calcified. The bony 
which osteoclasts could be seen. 


rotic in places. 


growth. 


Diagnosis.—Ossifying hemangio-endothelioma of the 


right inguinal region; 
In an endothelioma, 


malignancy grade 
the cell, 


growth, i.e., polyhedral, 
lindrical. 


Calcification overtakes 


ous tumors of the dura. 
cells, stroma and walls of blood vessels. 
taneous tumor of the foot, 
calcification leading eventually to ossification. 
remarkable form of endothelioma of the orbit, 


ducing a form of osteoid tissue. 
Donovan (1932) in Buenos 
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specimen appeared brownish 
red in color and friable in consistency; in places cal- 
Fragments of a whitish capsule were seen here 


according to Ewing, 
usually retains some distinguishing feature or features 
which serve as a basis for recognition of the type of 
pavement or occasionally cy- 


many slowly growing endo- 
theliomas, especially the perivascular and psammomat- 
The deposits appear in the 
In a subcu- 
Perthes found extensive 
In a 
Ewing 
found very extensive deposits of calcified nodules pro- 


Aires reported a case 
somewhat similar to the case we are describing. His 
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case showed an ossified hematoma following a football 
injury. 

We have seen our patient several times during the 
six months since his operation. He is in excellent 
health. The wound healed well and we can find no 
sign or symptom of recurrence. 





TRAUMATIC ARTERIOVENOUS ANEU- 
RYSM OF RIGHT SUPERFICIAL TEM- 
PORAL ARTERY AND VEIN 


JOHN J. HOCHFILZER, M.D. 
Saint Paul 


abnormal com- 
munication established between the arterial and venous 
channels; thus, the correct term is arteriovenous fistula. 
Mount R. Reid, C. L. Callander, G. H. Wakins, and 
F. Bramman have dealt with this subject extensively 
and thoroughly, and it would be only repetition on 
my part to review the literature on this subject.: The 
purpose of this article is to report a case of arterio- 
venous aneurysm, warranted, I believe, because of its 
unusual location and etiology. 


An arteriovenous aneurysm is an 


A young man, eighteen years old, came to the Dis- 
pensary of the ’Ancker Hospital, giving the following 
history: A year ago, he was in an automobile accident; 
he was thrown through the windshield of his automo- 
bile and suffered several lacerations in the right side 
of the face and in the thigh; he was immediately 
brought to the Ancker Hospital, where he received 
first aid. The lacerations were found rather super- 
ficial, except for one over the tragus of the right 
auricle. All were sutured and the patient was sent 
home and instructed to see his private physician for 
the necessary after-care. All wounds healed by first 
intention. 

About one week after the accident, patient noticed 
a peculiar sensation in front of the right ear, con- 
sisting of a beat and then a sizzling sound. Gradually, 
a swelling in that region was noticeable, which slowly 
increased in size. At no time did he have any pains, 
but these sounds became rather annoying. 

The physical examination was essentially negative, 
except for the findings in the temporal-zygomatic re- 
gion. A vertical scar, two centimeters long, could be 
seen over the tragus of the right auricle; in front of 
the tragus, a swelling the size of a walnut was notice- 
able (Fig. 1). At auscultation over this elevated 
area, a marked systolic thrill and bruit could be made 
out. By compressing the right external carotid ar- 
tery and its branches, below the mandibular angle, 
all these symptoms disappeared. So our diagnosis was 
an arteriovenous fistula between the right superficial 
temporal artery and vein, caused by the deep laceration 
into the tragus, whereby the temporal artery and vein, 
being just in front of it, must have been injured. 


Nearly all acquired arteriovenous aneurysms are ac- 
cidental and are made possible by the juxtaposition of 
arteries and veins of larger caliber, so that a perforat- 
ing wound can establish direct communication between 
the two vessels. 

According to Reid,! the outstanding symptoms of 
arteriovenous aneurysms are: the vascular bruit heard 
best over the communication between the two vessels, 
which may be accompanied by a thrill, due to the 
passage of a forceful current of arterial blood through 


a small opening from an area of high pressure to 
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one of low pressure. The veins, which must 


this arterial pressure without an intervening 


carry 
capillary 


bed, dilate and form large pulsating anastomosing 
masses, and so cause enlargement of the region in- 
volved. 





Fig. 1. 


If one leaves an arteriovenous aneurysm untreated, 
several things may occur. A spontaneous healing may 
take place through the formation of thrombosis in the 
fistula or aneurysmal sac; a gradual expansion of the 
sac may finally result in rupture and severe hemor- 
final- 
vascular 
tumor such as an angio-sarcoma or endothelioma may 
develop. 


rhage; an infection of the hematoma may occur; 
ly, out of an arteriovenous aneurysm a truly 


The course of treatment of an arteriovenous aneu- 
rysm has been more or less standardized. There are 
only two methods which promise any success, that is, 
quadruple ligation, or extirpation of the fistula. All 
other forms of treatment such as compression or in- 
jection of coagulating fluids are insufficient. Proximal 
and distal ligation of the artery only will be a 
failure for the reason that a well developed collateral 
circulation will supply the fistula with arterial blood. 
If a quadruple ligation, that is, proximal and distal 
ligation of artery and vein, is done, one has to be sure 
that all branches of the supplying artery are included 
in the ligation, Ex- 
tirpation, far the best results ac- 
The location of 


for the reason before mentioned. 
if feasible, 
cording to Reid. 
such that it cannot be reached, 


gives by 
the fistula may be 
for instance in a case 


of an intracranial arteriovenous aneurysm. 
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In our c ase, the operation was done in two stages: 
The location of the arteriovenous fistula was assumed 
to be just at the upper edge of the parotid gland, there- 
fore in very close proximity to the superior branches 
of the facial nerve. In order to avoid any injury of 
these structures it was important to keep the operative 





Fig. 2. 


field as bloodless as possible. Therefore, I ligated 
first the right external carotid artery just above the 
point where the lingual artery branches off. At its 
exposure, I noticed that the dilatation of the temporal 
vein had extended down into the facial and jugular 
vein, the latter being at the point of the carotid plexus 
twice its normal size. Following the ligation of the 
right external carotid artery, the bruit disappeared and 
the aneurysmal sac seemed to have become smaller 
but this state did not last very long. 

A week later the symptoms were the same as previ- 
ous to the ligation so the second operation was imme- 
diately instituted (Fig. 2). A horizontal incision was 
made at the lower edge of the zygomatic ridge through 
the skin and parotid masseteric fascia. The upper 
edge of the parotid gland was visualized and retracted 
downwards, the dilated temporal vein and its branches 
were exposed, and finally, after enlarging the incision 
vertically, the artery came into sight. The topographic 
relations of temporal artery and vein were reversed in 
our case, the artery being anterior to the exposed 
vein, while the reverse is normal. The fistula was also 
exposed. After ligation of all distal, proximal, arterial 
and venous branches involved, the fistula was extir- 
pated. Recovery was uneventful and all the symptoms 
have subsided. 


In this case it was again proven that a simple prox- 
imal ligation of the main artery is insufficient and 
should never be attempted as the only course in the 
treatment of arteriovenous fistula. 


Reference 
1. Reid, Mont R.: Studies on abnormal arteriovenous com- 
munications, acquired and congenital. Arch. Surg., 10:601, 
1925. 
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Medical Solidarity 


It has been truly said that there has never 
been a depression or like calamity in this coun- 
try from which its people have not been able 
to rally some benefit. 

Threats and rumors, in all their suggested 
forms of State Medicine, subsidies, contract prac- 
tice, and lay control of the profession, have been 
loudly knocking at our doors. But as a foreign 
war unites our states, so have these threats to 
our ideals united the medical men throughout the 
country more firmly than ever before. 

Outstanding has been the renewed activity or 
birth of county medical societies, where they 
were inactive or non-existent. The getting to- 
gether of neighboring physicians to discuss their 
common economic and professional problems has 
created anew the feeling of good will and co- 
operation that has too often laid dormant for 
many years. 

Local fee schedules have been adopted, both 
for the care of the paying patient and the in- 
digent, in keeping with the suggestions of our 
State Association. A united front has been 
formed to deal with the many relief measures, 
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often both rapidly and unexpectedly offered 
to us. 

Economically speaking, frequent regular meet- 
ings of county medical societies, and special 
meetings to meet economic emergencies, near to 
home, with their 100 per cent attendance, is a 
stronger unit of combat than the infrequent 
meetings of the larger district societies, often 
far from home with a resulting poor attendance. 

What may be accomplished economically in a 
district meeting when your neighbor, or competi- 
tor if you wish, is not present to voice his prob- 
lem, offer his solution, or agree to codperate with 
the plan in question ? 

Those counties that have not organized are 
lacking their strongest weapon—that of a united 
front of neighboring physicians. 

We in Todd county, each willing to codper- 
ate or sacrifice if need be for the common good 
of the group, enjoy a real feeling of security. 
Come what may, it will be difficult, indeed, for 
any lay-controlled group to force any type of 
plan or legislation upon us that we are not will- 
ing to accept. 

B. L. Girrorp, M.D., Secretary 
Todd County Medical Society 


Editorial Staff Increased 


We take pleasure in announcing the appoint- 
ment by the Editing and Publishing Committee 
of Dr. C. A. McKinlay, Minneapolis, as Assist- 
ant Editor of Minnesota MepiciNe. The jour- 
nal, being the property of the Minnesota State 
Medical Association, is directed by the Editing 
and Publishing Committee. In addition each 
section of the state is represented by an Asso- 
ciate Editor. Dr. W. F. Braasch of Rochester, 
as chairman of the Committee on Medical Eco- 
nomics, is Assistant Editor in charge of the 
Medical Economics section of the journal. Dr. 
McKinlay will lend his services in the editing 
of the journal, but will not have supervision of 
any special phase of the work. 
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A. M. A. Delegates Meet 


A large and enthusiastic gathering of A. M. A. 
delegates met in Chicago, February 15 and 16, 
in special session to consider the following ques- 
tions : 


1. Shall or shall not the House of Delegates again 
declare its opposition to all forms of state medicine, 
including any form of medical treatment provided, con- 
ducted, controlled or subsidized by the federal or by 
any state government, excepting such service as is pro- 
vided by the Army, Navy or Public Health Service and 
such as is necessitated by the control of communicable 
disease or for the treatment of mental disease or of the 
indigent sick, and excepting, also, all such other service 
as may be approved, administered or conducted by 
local county medical societies and not disapproved by 
the state medical societies of which they are component 
parts? 

2. What is the attitude of the House of Delegates 
toward the eleven principles proposed by the Committee 
on Economic Security as fundamental to any system 
of sickness insurance to be established by the federal 
government ? 

3. Shall or shall not the House of Delegates of the 
American Medical Association reaffirm its opposition to 
the principle of federal subsidies to individual states 
in relationship to the provision of medical service? 

4. Will the House of Delegates express its position 
relative to that provision of the Wagner bill which 
places the control of medical affairs in the Department 
of Labor under a non-medical special board? 

5. What attitude shall the House of Delegates take 
relative to the proposed sickness insurance legislation 
in the individual states as represented by the Epstein 
bill of the American Association for Social Security? 

6. How may the American Medical Association initi- 
ate plans for still further improving the quality of 
medical service and for obtaining ‘better distribution of 
medical service for all the people? 


After two days of animated discussion of the 


problems presented, the House of Delegates 
adopted unanimously the following report: 


Report of the Reference Committee 
Special Session of House of Delegates 
February 15 and 16, 1935 


Your reference committee, believing that regimenta- 
tion of the medical profession and lay control of medi- 
cal practice will be fatal to medical progress and 
inevitably lower the quality of medical service now 
available to the American people, condemns unreserved- 
ly all propaganda, legislation or political manipulation 
leading to these ends. 

Your reference committee has given careful consid- 
eration to the record by the Board of Trustees of the 
previous actions of this House of Delegates concerning 
sickness insurance and organized medical care and to 
the account of the measures taken by the Board of 
Trustees and the officials of the Association to present 
this point of view to the government and to the people. 

The American Medical Association, embracing in its 
membership some 100,000 of the physicians of the 
United States, is by far the largest medical organiza- 
tion in this country. The House of Delegates would 
point out that the American Medical Association is the 
only medical organization open to all reputable physi- 
cians and established on truly democratic principles, 
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and that this House of Delegates, as constituted, is the 
only body truly representative of the medical profession. 

The House of Delegates commends the Board of 
Trustees and the officers of the Association for their 
efforts in presenting correctly, maintaining and promot- 
ing the policies and principles, heretofore established 
by this body. 

The primary considerations of the physicians con- 
stituting the American Medical Association are the 
welfare of the people, the preservation of their health 
and their care in sickness, the advancement of medical 
science, the improvement of medical care, and the pro- 
vision of adequate medical service to all the people. 
These physicians are the only body in the United States 
qualified by experience and training to guide and suit- 
ably control plans for the provision of medical care. 
The fact that the quality of medical service to the 
people of the United States today is better than that 
of any other country in the world is evidence of the 
extent to which the American medical profession has 
fulfilled its obligations. 

The House of Delegates of the American Medical 
Association reaffirms its opposition to all forms of 
compulsory sickness insurance whether administered by 
the Federal government, the governments of the indi- 
vidual states or by any individual industry, community 
or similar body. It reaffirms, also, its encouragement 
to local medical organizations to establish plans for 
the provision of adequate medical service for all of the 
people, adjusted to present economic conditions, by 
voluntary budgeting to meet the costs of illness. 

The medical profession has given of its utmost to 
the American people, not only in this put in every 
previous emergency. It has never required compulsion 
but has always volunteered its services in anticipation 
of their need. 

The Committee on Economic Security, appointed by 
the President of the United States, presented in a 
preliminary report to Congress on January 17 eleven 
principles which that Committee considered fundamental 
to a proposed plan of compulsory health insurance. 
The House of Delegates is glad to recognize that some 
of the fundamental considerations for an adequate, 
reliable and safe medical service established by the 
medical profession through years of experience in 
medical practice are found by the Committee to be 
essential te its own plans. 

However, so many inconsistencies and incompatibili- 
ties are apparent in the report of the President’s Com- 
mittee on Economic Security thus far presented that 
many more facts and details are necessary for a proper 
consideration. 

The House of Delegates recognizes the necessity 
under conditions of emergency for federal aid in meet- 
ing basic needs of the indigent; it deprecates, however, 
any provision whereby federal subsidies for medical 
services are administered and controlled by a lay 
bureau. While the desirability of adequate medical 
service for crippled children and for the preservation 
of child and maternal health is beyond question, the 
House of Delegates deplores and protests those sections 
of the Wagner Bill which place in the Children’s Bu- 
reau of the Department of Labor the responsibility for 
the administration of funds for these purposes. 


The House of Delegates condemns as pernicious that 
section of the Wagner Bill which creates a social in- 
surance board without specification of the character of 
its personnel to administer functions essentially medical 
in character and demanding technical knowledge not 
available to those without medical training. 

The so-called Epstein Bill, proposed by the American 
Association for Social Security now being promoted 
with propaganda in the individual states, is a vicious, 
deceptive, dangerous and demoralizing measure. An 
analysis of this proposed law has been published by the 
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American Medical Association. It introduces such 
hazardous principles as multiple taxation, inordinate 
costs, extravagant administration and an_ inevitable 
trend toward social and financial bankruptcy. 

The committee has studied this matter from a broad 
standpoint, considering many plans submitted by the 
Bureau of Medical Economics as well as those con- 
veyed in resolutions from the floor of the House of 
Delegates. It reiterates the fact that there is no model 
plan which is a cure-all for the social ills any more 
than there is a panacea for the physical ills that affect 
mankind. There are now more than 150 plans for 
medical service undergoing study and trial in various 
communities in the United States. Your Bureau of 
Medical Economics has studied these plans and is now 
ready and willing to advise medical societies in the 
creation and operation of such plans. The plans de- 
veloped by the Bureau of Medical Economics will serve 
the people of the community in the prevention of dis- 
ease, the maintenance of health and with curative care 
in illness. They must at the same time meet apparent 
economic factors and protect the public welfare by 
safeguarding to the medical profession the functions of 
control of medical standards and the continued advance- 
ment of medical educational requirements. They must 
not destroy that initiative which is vital to the highest 
type of medical service. 

In the establishment of all such plans, county medical 
societies must be guided by the ten fundamental prin- 
ciples adopted by this House of Delegates at the annual 
session in June, 1934. The House of Delegates would 
again emphasize particularly the necessity for separate 
provision for hospital facilities and the physician’s 
services. Payment for medical service, whether by 
prepayment plans, installment purchase or so-called 
voluntary hospital insurance plans, must hold, as abso- 
lutely distinct, remuneration for hospital care on the 
one hand and the individual, personal, scientific minis- 
trations of the physician on the other. 

Your Reference Committee suggests that the Board 
of Trustees request the Bureau of Medical Economics 
to study further the plans now existing and such as 
may develop, with special reference to the way in 
which they meet the needs of their communities, to 
the costs of operation, to the quality of service ren- 
dered,.the effects of such service on the medical profes- 
sion, the applicability to rural, village, urban and indus- 
trial population, and to develop for presentation at the 
meeting of the American Medical Association in June 
model skeleton plans adapted to the needs of popula- 
tions of various types. 


(Signed) Dr. Harry H. Witson, Chairman, California 
Dr. WarrEN F. Draper, Virginia 
Dr. E. F. Copy, Massachusetts 
Dr. E. H. Carey, Texas 
Dr. N. B. Van Etten, New York 
Dr. F. S. Crockett, Indiana 
Dr. W. F. Braascu, Minnesota. 


Thus, in no uncertain terms have the 100,000 


doctors of the country reaffirmed their strenuous 
opposition to state medicine—that is, to compul- 
sory sickness insurance controlled and managed 
by the government. 


This is no instance of a medical body going 
off half-cocked on a proposition. The Bureau of 
Medical Economics of our national association 
under the chairmanship of Dr. Leland has made 
an exhaustive study of state medicine in foreign 
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countries and the enthusiasm of the delegates in- 
dicated their intelligent understanding of the 
problems involved. 

The stand taken by the House of Delegates was 
the result of a conscientious and thoughtful con- 
sideration of the effect state medicine would 
have on medical practice in our country. The 
profession is convinced that government control 
of medical practice would stifle individual initia- 
tive and would lower the standard of medical 
care to the detriment of the public as well as 
members of the profession. 

While the Wagner Bill introduced in Congress 
provides for government control of certain ac- 
tivities essentially medical, the so-called Epstein 
Bill, fostered by the American Association for 
Social Security for adoption by the various 
states, is the most dangerous proposal. It is bad, 
through and through. We suspect that this As- 
sociation for Social Security is another instance 
of an organization with a high sounding name, 
but actually consists for the most part of one in- 
dividual, Epstein, who has succeeded in persuad- 
ing some prominent, well meaning philanthro- 
pists to lend their names in support. 

It is well to bear in mind that the attitude of 
our national Association is not entirely negative 
as far as new plans for medical care are con- 
cerned. The numerous plans proposed and 
adopted in various parts of the country have 
been and are being studied, and the Bureau on 
Medical Economics is ready to advise county so- 
cieties contemplating new proposals. It is im- 
portant, however, that innovations in medical 
care in general should not violate the essential 
requirements governing the relation of patient 
to physician voiced by the House of Delegates 
at its meeting last June. 


ACIDOGEN NITRATE 


According to the catalogue of the Abbott Labora- 
tories, Acidogen Nitrate appears to consist of 3 grains 
of carbamide nitrate (urea nitrate) per capsule. Al- 
though the manufacturers propose the use of the prep- 
aration for “adjunct therapy in various allergic con- 
ditions: hay fever, hyperesthetic rhinitis, migraine, 
chronic urticaria, serum disease, allergic gastrointes- 
tinal affections (diarrhea) and asthma with productive 
cough,” critical textbooks of pharmacology which have 
been examined do not refer to such use of urea or 
nitric acid. Acidogen Nitrate Capsules have not been 
accepted for inclusion in New and Non-official Reme- 
dies nor has the Abbott Laboratories requested the 
Council to consider the product. (Jour. A. M. A., Jan- 
uary 12, 1935, p. 139.) 
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Special Session 

It is said—and rightly—that the action taken 
at the recent emergency meeting of the House 
of Delegates of the American Medical Associa- 
tion will influence the future of American Medi- 
cine for at least a generation. 

No meeting of any medical group has ever 
This in- 


terest is by no means confined to medical circles, 


aroused the same widespread interest. 


either, but extends to everyone who is concerned 
with social developments of any kind. 

To be sure, widespread publicity has been 
given by the so-called Philanthropic Foundations 
to the economics of medicine. Attention of an 
astounding number of laymen has been focused 
on the subject as a result of this publicity which 
has taken the form, of late years, of a concen- 
trated propaganda. 


Washington Was Interested 


This propaganda, coming at a time of social 
unrest, has succeeded in thrusting medical re- 
forms into the limelight among the objectives of 
It is 
to be supposed, therefore, that Washington was 
not the least concerned among the lay groups 
who waited with interest for the stand that Or- 
ganized Medicine might take in Chicago. 


the present administration in Washington. 


Curiously enough, uncertainty was expressed, 
even among members themselves, as to what 
stand might be taken by the House of Delegates. 
Rumors were circulating to the effect that sev- 
eral radical resolutions were to be presented and 
that delegations of members were prepared to 
back new plans for medical practice that were at 
least tinged with State Medicine. With this 
background, it was no wonder, probably, that 
national’ attention was focused on the historic 
assembly that met in executive session that Fri- 
day morning of February 15. 
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No Compromise 

Any uncertainty that may have existed, as to 
what that assembly might do, was soon dispelled, 
however, by the tenor of the preliminary in- 
formal discussion. 

Several speakers did express the opinion that 
some definite plan should be devised immediately 
to solve the problems of medical care that ad- 
mittedly beset us. 

No definite proposals were made, however, 
and there were other speakers who demanded 
that there be no compromise whatever with any 
effort that might be proposed for control of the 
practice of medicine by any governmental agency. 

A reference committee was finally formed by 
the able speaker, Dr. F. G. Warnshuis. This 
committee was charged with the formulation of 
a report that would express the unanimous feel- 
ing of the House of Delegates on the matter and 
serve as a guide to the future policies of Amer- 
ican medicine. 


Physicians Should Read 


The report made by this committee is printed 
elsewhere in this issue and should be carefully 
read by every physician. It was unanimously 
adopted with a few minor changes by the repre- 
sentatives of the medical profession at Chicago. 
It received wide publicity in the national press 
and will doubtless receive attention in the period- 
icals, both medical and lay. 

That the report must have a very definite ef- 
fect upon any action on this subject contem- 
plated by the President’s advisors goes without 
saying. It has placed American medicine firmly 
back of the stand that an uncontrolled profes- 
sion is essential to the best interests of the public 
health. It has demonstrated that its members 
will not succumb to any temptation for imme- 
diate gain which would eventually bring disaster 
not only upon the public health but upon them- 
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The entire discussion was in 
keeping with the best traditions of medicine. 


Medicine’s Job 


If the report offers no panacea for our social 
ills, it does make definite the position that medi- 
cine must take in their solution. 

It is a sufficient answer to those who declared 
that the profession was torn by dissension and 
who sought to profit thereby. 

It endorsed every action on this question taken 
by the officers or Board of Trustees of the 
American Medical Association and it is to be 
hoped that it will silence any expression by state 
or county medical societies that does not con- 
form to the principles thus laid down. This 
hope is based on the fact that the report ob- 
viously embodies the feeling of an overwhelm- 


selves as well. 


ing majority of American physicians. 

It should be noted that the report does not 
close the door to experimental changes in med- 
ical practice to allow for emergencies or unusual 
conditions. It simply requires that all systems 
conform to recognized ethics and principles. 

These principles are now clear and definite. 
Medicine has only to follow them! 





A resolution endorsing in every particular 
the action of the House of Delegates of the 
American Association taken at the special ses- 
sion in Chicago was passed by the Northwest 
Medical Conference in session at the Lowry 
Hotel in Saint Paul, February 24. 


One hundred medical officers and councilors 
from fourteen northwest and middle western 
states attended this conference. Excerpts 
from important papers and discussion given at 
this meeting will be printed in the April issue. 
Watch for them! 











Community Is Liable—Attorney General 
Peterson 


To the members of the Medical Profession of 
Minnesota: 

An opinion of exceptional importance to phy- 
sicians has just been handed down by the Honor- 
able Harry H. Peterson, Attorney General of 
the State of Minnesota. 

This opinion is brief, pointed and pertinent. 
It confirms the humanitarian view long held by 
Organized Medicine on the question of the 
liability of a municipality or county for the 
reasonable value of medical services rendered to 
the indigent sick. 
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While it is true in many counties that the 
SERA has taken over care of the indigent, this 
fact in no sense relieves the local political sub- 
division of its responsibilities under the laws of 
this state. 

It is for that reason that the Attorney Gen- 
eral’s opinion, printed here verbatim (with the 
exception of titles), is of vital importarice to 
every physician in the state. 


Physicians Should Be Informed 


The Minnesota State Medical Association is 
most anxious to codperate with every one in the 
adequate care for medical needs of the indigent. 
The association also wants every physician to 
know just what his rights are and to be fully 
informed as to the duties and obligations of 
those who are elected to public office—partic- 
ularly those public officials who are charged with 
the duty, under the laws of the state, of provid- 
ing the necessary medical care for the indigent 

The Attorney General’s opinion has the sup- 
port of established precedent in the Supreme 
Court of Minnesota. 

Read it carefully! Then put it away where 
it will be readily accessible in the event that 
YOU are confronted with a situation similar to 
the one outlined in this Ottertail County case. 

Fraternally yours, 
E. A. Meyerpine, M.D. 
Secretary, Minnesota State 
Medical Association. 
Index: Paupers—Emergency Case—Doctors— Medical 
attendance—Liability of municipality for reasonable 
value of services. 
January 30, 1935. 
Mr. William P. Berghuis, 
County Attorney, 
Ottertail County, 
Fergus Falls, Minnesota. 
Dear Sir: 

Your letter to Attorney General Harry H. Peterson, 
under date of January 14, together with a letter to you 
under date of January 10 from the village of Pelican 


Rapids, has been referred to the undersigned for at- 
tention. 


It appears from the above referred to communication 
of the village of Pelican Rapids that a certain family 
was receiving food, shelter and clothing from said 
village; that a daughter of said family requested a 
physician to attend her father who “had an attack of 
the flu, succeeded by acute bronchitis complicated by a 
developing articular rheumatism with swollen and pain- 
ful joints”; and that “heart complications in such cases 
are always imminent and watchful attendance by the 
physician is considered necessary.” It also appears 
that the doctor who was requested to attend this man 
advised the mayor of the village of the situation and 
sought his authorization “to attend the call,” that the 
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mayor “allowed one call only, and further stated that 
he may not run up a bill”; and that the doctor replied 
“both verbally and by written letter that if the case 
requires further attendance it is his duty to render such 
services and that he will hold the village financially 
responsible as neither he nor the village may relin- 
quish their responsibility in the case by dropping it.” 


Bill Was $9.00 


It further appears from said communication that said 
patient was attended by said physician “a number of 
times between February 13 and March 4, 1933, until 
recovery was assured”; and that “a bill of $9.00 was 
rendered for services, the payment of which was re- 
fused on the ground that the later calls were not 
authorized.” It further appears that Otter Tail County 
is operating under the township system of poor relief 
and that the village employs no regular physician “of 
the poor.” 

You inquire if the attending physician has a valid 
claim for compensation for his services rendered to 
said patient, in the above referred to case, against the 
village. 

The question submitted by the village authorities in- 
volves many questions of fact, a great many of which 
are not before us. In the first place, it must he deter- 
mined whether or not this person was an indigent 
person within the meaning of the law relating to the 
care of the poor. This is a matter for the determina- 
tion of the properly constituted village authorities. It 
must also be determined by such authorities whether 
or not this person had a settlement for poor relief 
purposes in the village within the meaning of Section 
3161, Mason’s Statutes of 1927, as amended by Chapter 
385, Laws of 1933. Moreover, it does not definitely 
appear from the inquiry submitted whether the med- 
ical attention to said person was in the nature of 
acute or emergency treatment. For the purposes of 
this opinion, however, we assume that the person in 
question was an indigent person within the meaning of 
our poor relief statutes; that he had a settlement for 
poor relief purposes in the village of Pelican Rapids; 
and that the medical attention furnished by said phy- 
sician was in the nature of emergency treatment re- 
quiring prompt attention. 

Generally speaking, a municipality, such as a village, 
may become liable for poor relief furnished to an 
indigent person only pursuant to action taken by the 
governing body of such municipality prior to the ren- 
dering or furnishing of such relief. However, it should 
be noted that there is an exception to this rule in cases 
where medical attention or services are furnished to 
such indigent persons in emergency cases or cases of 
an acute nature requiring prompt and immediate atten- 
tion by a physician. Ordinarily to constitute such an 
emergency the case should be such that delay or failure 
incident to the procuring of authority from the govern- 
ing body of such municipality would endanger the life 
and health of such indigent person. 


IIIness Was Acute 


As hereinabove indicated, it appears from the com- 
munication of the village officials that the patient in 
question “had an attack of the flu, succeeded by acute 
bronchitis complicated by a developing articular rheu- 
matism with swollen and painful joints” and that “heart 
complications in such cases are always imminent and 
watchful attendance by the physician is considered 
necessary.” It would appear, therefore, that the case 
in question was an acute case in the nature of an 
emergency case requiring immediate and prompt atten- 
tion on the part of the physician. It also appears from 
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the communication that the person in question was at 
the time receiving relief from the village and we as- 
sume from this that the person had no means of em- 
ploying a physician. 

In counties operating under the so-called township 

system of poor relief the duty to provide for the poor 
is imposed by statute upon the various municipalities 
in such county, and the governing body of such a 
municipality in such county may not evade the obliga- 
tion of caring for its poor. Our Supreme Court in the 
case of Robbins vs. Town of Homer, 95 Minn. 201, 
said: 
“Neither the county commissioners, where the 
county system prevails, nor the town supervisors, 
where they are the superintendents of the poor, can 
turn their backs upon the proper claim of the poor 
person. The officials may and should exercise their 
judgment to prevent improper persons from having 
relief, but for those who require it they are required 
to perform this function honestly and efficiently. But 
a case may arise where such officials cannot, in the 
nature of things, perform the trust. Under such cir- 
cumstances, it does not seem just or consistent with 
sound public policy that the duty should not be per- 
formed at all, nor can it be said that the unfortunate 
pauper who has met with an accident requiring in- 
stant succor is to be remediless. The county or town 
must provide for him as soon as may be. To decline 
this mandate of humanity and duty wilfully by those 
upon whom it is imposed would subject such officials 
to prosecution for misconduct in office. 

The same reason exists in the case of the poor of 
a town as of a county for calling a physician where 
the exigency exists, but in the one instance it has 
been provided for; in the other, it has not. It is true 
that the obligations to provide for the poor are 
statutory. These, as we have indicated, are matters 
of regulation; but where there can be no regulation 
from the very nature of the case, it must be that 
necessity will supersede the exercise of statutory 
authority, and immediate aid for the sick person 
should be furnished. A deprivation of it might inure 
not only to injure the poor person, but to the detri- 
ment of the public, for delay in the treatment of the 
injured party might entail added pecuniary burdens. 

It is true that ordinarily there must be a request 
from a person authorized to make the same to con- 
stitute a basis for contract liability, but there are 
some exceptions to this rule, as where a person lies 
under a moral and legal obligation to do an act, and 
another does it for him, under such circumstances of 
urgent necessity that humanity and decency admit 
of no time for delay. Here the law will imply a 
promise to pay without proof that it has been made, 
when there was an expectation of reimbursement.” 


In the above case our Supreme Court further said: 


“If Lessard, the poor person in this instance, had 
died, and the supervisors had been absent, we have 
little doubt that a person providing for his burial 
would have a legal claim against the town; and, upon 
the same reasons, why not a physician whose minis- 
trations in a pressing emergency seek to avoid what 
may result in his death? The supervisors upon whom 
the duty to secure the physician was imposed under 
legal as well as moral obligations had not provided 
for the same, and we have no doubt that it should be 
held that the physician who immediately answered 
the call of emergency, perhaps to save life, or dimin- 
ish the increase of expenditures against the public, 
would have a valid claim for compensation.” 


Physician’s Claim Valid 


Applying the rules of law laid down by our Supreme 
Court in the above referred to case to the facts sub- 
mitted in your inquiry, it appears to us that the phy- 
sician has a valid claim for the reasonable value of 
his services in the instant case. The case seems to 
have been an acute one, requiring watchful and prompt 
attendance on the part of the physician. 

It further appears to us that this was such a case 
that, from the very nature of the complications in- 
volved in the same, the mayor, a layman, was not in a 
position to determine whether the patient in question 
needed any additional emergency attendance on the 
part of the physician. . 

Under the circumstances, therefore, it does not seem 
just or consistent with sound public policy that the 
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indigent person should not receive any additional med- 
ical attendance; nor can it be said that the unfortunate 
indigent patient who was suffering from such disease 
requiring immediate and prompt attention should be 
remediless. As said by our Supreme Court, “to de- 
cline this mandate of humanity and duty wilfully by 
those upon whom it is imposed would subject ‘such 
officials to prosecution for misconduct in office.’ 

The bill seems to be very reasonable for the services 
rendered by the physician and we believe that the vil- 
lage is legally liable for the payment of the same. 
Yours very truly, 

Harry H. Peterson, 
Attorney General. 
By Davin J. Ericxson, 
Assistant Attorney General. 


DJE:J 


To Improve The Public Health 


Whatever the fate may be of the Wagner Bill 
in toto, there is little doubt in the minds of the 
well informed that large sums of money will be 
appropriated by Congress this year to develop 
and strengthen public health services in the 
states. 

The Wagner Bill proposes to devote $10,000,- 
000 annually to this cause to be administered 
by the Bureau of Public Health Service. 

Of this fund, $8,000,000 is to be allotted an- 
nually to the several states to develop state health 
services, including training of personnel for 
state and local health work and for the purpose 
of assisting county or political subdivisions of 
the States in maintaining adequate public health 
programs. 

Thus, for the first time, funds will be avail- 
able to promote immunization on a large scale, 
also vaccination and the early discovery of tuber- 
culosis through the Mantoux tuberculin test and 
X-ray. 

Promotion of these desirable preventive meas- 
ures has been carried on for years by every 
means at its disposal by the Minnesota State 
Medical Association and its ally, the Minnesota 
Public Health Association. The object was two- 
fold: first, to keep physicians up-to-date on the 
constantly improving technic involved; second, 
to educate the public to the necessity of avail- 
ing itself of these protections. 

For Better Technic 

The State Association whole-heartedly wel- 
comes this prospect of a new impetus to the ex- 
tension of all protective public health measures 
in the State. 

At the same time it warns physicians that any 
failure of interest in these accepted protective 
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measures on their part will surely result in the 


hiring of full-time men by 


the public health 
agencies to do the work which assuredly he- 
longs to local practitioners everywhere. 


Demonstration In June 


To avoid any such undesirable outcome a 
special effort is to be made this year to acquaint 
every member of the association with the latest 
methods and technic involved in the administra- 
tion of all the accepted methods of disease pre- 
vention. 

One of the most important scientific demon- 
strations to be staged in connection with the 
82nd Annual Meeting at the Minneapolis Audi- 
torium will show, by means of actual operation, 
diphtheria immunization, administration of the 
Mantoux and all other such procedures. 

This will be in the nature of a post-graduate 
course to be given for two hours each day, 
Monday, Tuesday and Wednesday, June 24, 25 
and 26, by a group of experts. Every physician 
who attends will have the opportunity of ob- 
serving closely each operation. ; 

The importance of skill in the latest technic of 
these procedures on the part of every practi- 
tioner—for the sake of medical practice in gen- 
eral as well as for the public good—cannot be 
overestimated. 


“How Can A City Say Thank You"’ ? 


Members of the Ancker Hospital staff in Saint 
Paul recently voted to follow the course pursued 
for sixty-eight years and continue to contribute 
their services free to the sick poor. 

This vote was taken at the request of the 
Board of Public Welfare and as a result of agi- 
tation in some quarters for remuneration for the 
staff. 

The editorial printed below appeared in the 
Saint Paul Pioneer Press of January 25. It is 
a fine public tribute to the contribution of medi- 
cine and of the individual physiican to public 
charities—the more welcome because — such 
acknowledgments have not been too frequent in 
the public press. 

It is also a complete answer to the inference 
in so much of the propaganda for insurance 
medicine, that the doctors, themselves, are in- 
terested only in their fees and not in the exten- 
sion of their services to all who need them. 
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Says the editorial: 


“In voting to continue to serve without pay, the 
Ancker hospital medical staff has placed this com- 
munity under heavy obligation for the 69th consecutive 
year. That this practice should be so long maintained 
without interruption is an eloquent testimony to the 
sincere public spirit of those who perform the service 
as a duty. Back of it stands the organized medical 
profession of Ramsey county whose members serve 
specified periods in keeping the hospital staffed. 

‘The spirit in which this service is rendered is com- 
plete assurance that it is not and has never been in 
the slightest degree inattentive or perfunctory because 
it was freely given. This municipality did not create a 
hospital when it erected a large group of suitable 
buildings throughout a series of years. It has been 
made a hospital that ranks high among institutions of 
the sort because the equipment provided by the city 
has been employed with professional skill and genuine 
devotion for the relief of human suffering. 

“This has not always been easy for the long and 
honorable history of Ancker has been variously punc- 
tuated with lean years when physicians’ incomes have 
been reduced. Particularly in the last few years the 
decision to continue free service must have involved 
self-denials that made the maintenance of the co- 
operation more conspicuous as a public beneficence. 
How can a city say thank you?” 


Concerning The Foundations 


A challenging little pamphlet entitled “Sick- 
ness Insurance and the Propagandist Founda- 
tions” has just been published by the Wisconsin 
State Medical Society. 

It is the work of the secretary of the Society, 
Mr. J. G. Crownhart, and it collects in conven- 
ient form some illuminating information with 
which organized medicine, harassed by profes- 
sional humanitarians, should arm itself well these 
days. 

Remarks Mr. Crownhart: 


For Benefits In Kind 


“While it has been stated by some that the 
medical profession should concern itself only 
with the question of whether the people are or 
are not receiving ‘adequate medical care,’ it is 
significant that the motivating influence and, in 
considerable part, the funds for the present drive 
for sickness insurance have come and are coming 
from extremely limited groups who dominate in- 
dustry and, obviously, will not have to pay as 
high a wage if the employees can be given pater- 
nalistic benefits ‘in kind.’ And in this connec- 
tion it is significant again that Mr. Filene in a 
recent interview published in part in the United 
States Daily (December, 1934) did not for a 
minute think it essential to provide a rationing 
system in order to afford proper distribution to 
the American people of clothes and like ‘necessi- 
ties of living.’ On the contrary, he said, ‘I see 
no reason why we must quit our system of sell- 
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ing and substitute some system of rationing in its 
place.’ 

“It seems likewise probable that Mr. Milbank 
as Chairman of the Board of the Borden Com- 
pany, would be equally quick to deny that the 
time had arrived when the government should 
make distribution of milk a public utility or even 
go so far as to provide free municipal pasteur- 
ization plants that farmers might carry on their 
own distribution. 

“It is also significant that nowhere does it 
appear in our studies that these Foundations 
have proposed any legislation to increase the 
money wage of labor.” 


They Want Insurance 
Following are the very significant data as- 
Mr. Crownhart about the three 
most interested in sickness insur- 


sembled by 
Foundations 
ance. 


“1. Milbank Memorial Fund.—Established in 
1905 by Elizabeth Miibank Anderson with total 
gifts of over $9,000,000. Mrs. Anderson was 
the daughter of Jeremiah Milbank, organizer 
and builder of the Chicago, Milwaukee and St. 
Paul railroad. She and her brother Joseph were 
heirs of the Jeremiah Milbank fortune. The 
Milbank Memorial Fund has always been under 
conservative direction closely connected with im- 
portant banks, corporations and their legal ad- 
visors. Albert G. Milbank has been a member 
of the Board of Directors of the Borden Com- 
pany and affiliated concerns and is now its presi- 
dent. Associated with him on the Board are 
Thomas Cochran, a member of the firm of J. P. 
Morgan Co.; Frank L. Polk, another Director 
of the Chase National Bank and one of the lead- 
ing corporation attorneys of New York; and 
Cornelius Bliss, a director of the New York, 
New Haven & Hartford, the Radio Corporation 
of America, the Bankers’ Trust Co. and the New 
York Life Insurance Co. 

“Employees of the Fund have included John 
A. Kingsbury, secretary, who collaborated with 
Sir Arthur Newsholme in writing “Red Medi- 
cine” and who has been an outstanding propa- 
gandist for sickness insurance; I. S. Falk, a 
bacteriologist who was Professor of. Bacteriology 
of the University of Chicago in 1920, Associate 
Director of Surveys of the Chicago Health De- 
partment 1925-27 and an Associate Director of 
the Committee on Costs of Medical Care; and 
Edgar Sydenstriker, who is also part time stat- 
istician for the United States Public Health 
Service. 


Medical Director, Michael Davis 


“2. The Julius Rosenwald Fund.—This fund 
was incorporated in 1917. In 1928-29 the Fund 
began to provide for ‘distribution of medical 
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services, particularly to the man of moderate 
means.’ The assets of the Fund in 1929 
amounted to $34,000,000 and the Fund itself pro- 
vides that both income and principal shall be ex- 
pended by 1957. Up to his death in 1932 Mr. 
Rosenwald served as chairman of the Board of 
Trustees. In 1927 E. R. Embree, a former re- 
porter of the New York Sun who previously 
served as vice president of the Rockefeller 
Foundation, became president of the Julius 
Rosenwald Fund. The Fund has given support 
to the magazine Survey and has been largely 
interested in Negro welfare. 

“The Fund employs Michael M. Davis (not 
a physician) as its Medical Director and C. 
Rufus Rorem as Davis’ assistant. 

“Davis was director of the Boston Dispensary 
from 1910 to 1920; organizer of the pay clinic 
for people of moderate means in Boston in 
1913; organizer of the Cornell pay clinic in 
New York City in 1921 and has been Director of 
Medical Services of the Fund since 1928. He 
was a member of the Executive Committee of 
the Committee on Costs of Medical Care and a 
signer of its majority report. 

“Rorem, Davis’ assistant, was an instructor in 
Accounting at the University of Chicago from 
1924 to 1927 and an Associate Professor in 1929. 
In the years 1928 and 1929, he was Assistant 
Dean of the School of Commerce and Adminis- 
tration. He is listed as an Economist and Ac- 
countant with the Committee on Costs of Med- 
ical Care during the years 1929-31. In recent 
years he has been ‘loaned’ by the Fund to the 
American Hospital Association to promote a 
program of selling hospital prepayment insur- 
ance plans. 


Gift Of Edward Filene 


“3. The Twentieth Century Fund, Inc.— 
With offices at 11 W. 42nd St., New York City, 
this Fund was organized by Edward Filene of 
Boston for the ‘increase and stabilization of 
social well being.” The funds of the organiza- 
tion have been furnished almost exclusively by 
Mr. Filene, who is president of the William 
Filene Sons Co., of Boston. The Fund has ex- 
pended in the neighborhood of $850,000 up to 
1933 and now holds $450,000 in trust. Trustees 
of the Fund include Newton D. Baker, former 
Secretary of War; John H. Fahey, Boston, ex- 
president of the United States Chamber of Com- 
merce; James G. McDonald, New York City, 
Chairman of the Foreign Policy Association; 
Owen D. Young, Chairman of the Board of the 
General Electric Co.; Dean Roscoe Pound of 
Harvard Law School; Henry S. Dennison of the 
Dennison Manufacturing Co., Massachusetts; 
Henry Bliven, editor of The New Republic and 
Mr. Filene. Conservative members are in the 
strong majority. 
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“Mr. Filene declares that he made the initial 
gift for the five year study of the Committee on 
Costs of Medical Care. 

“The Fund has also contributed to the maga- 
zine Survey, but the Fund, itself, appears in gen- 
eral to have relied upon the efforts of individual 
business men and industrialists rather than upon 
action by the government through legislation to 
advance the condition of labor. None of the 
economic studies sponsored by the Twentieth 
Century Fund appear to have touched upon 
hours of labor or low wages. Mr. Filene, him- 
self, has spoken at length on many occasions to 
advocate some form of sickness insurance.” 


“‘Benumbing Effect” 


In connection with the above information 
there is an interesting quotation from an investi- 
gation made in 1915 by the United States Com- 
mission on Industrial Relations: 

“The domination of the men in whose hands 
the final control of a large part of American 
industry rests,” says this commission’s report in 
conclusion, “is not limited to their employes, but 
is rapidly being extended to control the educa- 
tion and ‘social service’ of the Nation. 

“This control is being extended largely 
through the creation of enormous privately man- 
aged funds for indefinite purposes, hereinafter 
designated ‘foundations, by the endowment of 
colleges and universities, by the creation of funds 
for the pensioning of teachers, by contributions 
to charities as well as through controlling and 
influencing the public press. 

“The funds of the foundations represent, 
largely, the results either of the exploitation 
of American workers through the payment of 
low wages or of the exploitation of the American 
public through the exaction of high prices. The 
funds therefore, by every right, belong to the 
American people. 

“As regards the foundations created for un- 
limited general purposes and endowed with enor- 
mous resources, their ultimate possibilities are so 
grave a menace, not only as regards their own 
activities and influence, but also the benumbing 
effect which they have on private citizens and 
public bodies, that if they could be clearly dif- 
ferentiated from other forms of voluntary effort 
it would be desirable to recommend their aboli- 
tion. It is not possible, however, at this time to 
advise any clear cut definition upon which they 
can be differentiated.” 

It is upon well taken ground, therefore, that 
Organized Medicine in America has shown its 
disapproval of the impractical plans for care of 
the sick advanced by these Foundations and has 
questioned some of their motives. 
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‘Minnesota Comes Of Age” 


The Minnesota State Planning Board under 
the chairmanship of Dr. Richard E. Scammon, 
Dean of Medical Sciences of the University of 
Minnesota, with the assistance of Roland S. 
Vaile, Federal Consultant, has made its volumi- 
nous report. 

In an attractive little publication copiously 
supplied with plates and graphs, this very com- 
plete report tells an absorbingly interesting story 
of a great state “coming of age.” 

Every phase of its condition and accomplish- 
ments has been measured and evaluated. Natu- 
rally, health and the progress made in sanitation, 
disease prevention and preservation of life have 
received minute attention. 

The report of Board’s Committee on Public 
Health, of which Dr. H. A. Whittaker is Chair- 
man, is of great interest to the medical profes- 
sion, which has played so large a part in its 
progress in the past. 

Every physician is urged to secure a copy of 
the report of this Committee and read all of its 
findings and recommendations carefully. The 


first three of the latter are printed herewith be- 


cause they suggest certain departures from 
traditional methods of handling problems of 
public health and disease. they should 
serve to emphasize the importance for the gen- 
eral practitioner of assuming some of the re- 
sponsibilities himself that otherwise will cer- 
tainly devolve upon enlarged agencies of public 
health. 


Also 


Protection Of The Public Health 


“1. That in a statewide public health program 
emphasis be placed upon activities directly re- 
lated to the protection of the public health; such 
as, the prevention and control of communicable 
disease, the diseases attendant upon infancy and 
maternity, occupational diseases and hazards, de- 
ficiency diseases, mental diseases and such other 
diseases, hazards and menaces as are now or 
from time to time may be demonstrated to be 
preventable to a greater or less degree. 

“2. That the activities for the control of pre- 
ventable diseases and the promotion of health 
including the work in relation to environmental 
sanitation and the hygiene of maternity and in- 
fancy now carried on under the Divisions of 
Administration, Vital Statistics, Preventable 
Diseases, Sanitation, and Child Hygiene be con- 
tinued and extended to cover the public health 
aspects of Occupational Diseases and Hazards, 
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Mental Diseases, 
Diabetes Allergy, 
Vascular System. 

‘3. That the county or district organization 
with a full-time health unit, having as a min- 
imum personnel a trained medical health officer, 
a certified public health nurse, a registered sani- 
tary engineer, and a clerk, be used for health 
administration instead of the existing township 
organization which was established in 1866. That 
until such organization is effected the State 
3oard of Health be enabled to employ district, 
whole-time, trained medical health officers to co- 
operate with local health boards and to have gen- 
eral supervision of all health work in the district. 
That local health boards as well as school boards 
extend the public health and school nursing serv- 
ices through employment of certified public 
health nurses.” 


Deficiency Diseases, Cancer, 
Diseases of the Heart and 





Minnesota State Board Of Medical 


Examiners 
License Of Dillinger’s Physician Revoked 


In the Matter of the Revocation of the License of 
Dr. Clayton E. May. 

At the regular meeting of the Minnesota State Board 
of Medical Examiners held on February 9, 1935, the 
license to practice medicine of Dr. Clayton E. May of 
Minneapolis, was revoked. 

Dr. May was convicted on May 23, 1934, in the Dis- 
trict Court of the United States, District of Minnesota, 
Third Division, of the crime “of conspiring to harbor 
and conceal a fugitive from justice, said fugitive being 
one John Dillinger.” Following his conviction he was 
sentenced to a term of two years in the Federal Peni- 
tentiary at Leavenworth, Kansas. 

The Board at its meeting in July, 1934, ordered a 
citation to issue requiring Dr. May to show cause why 
his license should not be revoked because of this con- 
viction. The service of the citation was delayed in 
order to permit Dr. May to take an appeal to the 
United States Circuit Court of Appeals. This appeal 
was not taken and the citation was served upon Dr. 
May at the Federal Penitentiary at Leavenworth, 
Kansas. At the meeting of the Medical Board on 
December 8, 1934, a special appearance was made on 
behalf of Dr. May objecting to the jurisdiction of the 
Board to proceed with the case on the ground that the 
service of the citation had not been according to law, 
the particular objection being that the citation was 
served outside the State of Minnesota. The question 
was submitted to the Hon. Harry H. Peterson, Attor- 
ney General of the State of Minnesota, who ruled that 
the service was valid and that the Board has jurisdic- 
tion to proceed. 

Note.—It must be remembered that Dr. May was in- 
dicted and convicted by a jury of the crime of con- 
spiring to harbor and conceal a fugitive from justice. 
He was not indicted because he treated John Dillinger’s 
bullet wounds. The indictment was based upon the 
fact that Dillinger was brought to an apartment house 
on East Fourteenth Street in Minneapolis where Dr. 
May attended him professionally. John Dillinger was 
entitled to medical treatment, but the government 
proved to the satisfaction of the jury that in addition 
thereto Dr. May conspired to conceal him and provided 
him with a refuge in order that he might escape appre- 
hension. Dr. May did not deny treating Dillinger, but 
pleaded duress. 
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In Memoriam 





Florence John Halloran 
1859-1935 

Dr. Florence John Halloran, pioneer southern Minne- 
sota physician, died January 23, 1935, at the home of 
his son, Dr. W. H. Halloran, in Jackson. 

Born October 3, 1859, in Chatfield, Minnesota, Dr. 
Halloran received his early education in the public 
schools of that city. Later he attended the Campion 
Academy at Prairie du Chien, Wisconsin. He grad- 
uated from the Rush Medical College of the University 
of Illinois. 

For one year after his graduation he practiced medi- 
cine at Forman, North Dakota, and then returned to 
Chatfield, where he practiced his profession to the time 
of his death with the exception of about ten years 
spent in Saint Paul. During the past few years he 
had spent some time assisting his son in Jackson. 

In 1888, Dr. Halloran married Miss Nellie Tracy, 
who died in August, 1934. Besides his son, Dr. Halloran 
is survived by a sister, Mrs. Nora Mannahan, of Chat- 
field, and a brother, Timothy Halloran, of Saint Paul. 





Patrick Henry O’Connor, M.D. 
1878-1934 


Dr. O'Connor, long-time resident and prominent phy- 
sician of Amboy, Minnesota, died at home Christmas 
eve following a week’s illness. 

Dr. O’Connor, who was born in West Fork, Mary- 
land, July 7, 1878, went to Little Fort, Iowa, when he 
was four years of age, living there until his sixteenth 
year, when he began attendance at a seminary. After 
graduation, he decided upon a medical career, and en- 
tered Hahnemann Medical College at Kansas City 
University, from which he graduated in 1906. 

One year after his graduation from that institution, 
he married Anne Keenan of Carpenter, Iowa, and soon 
afterward moved to Amboy to establish a practice. He 
had lived in Amboy continuously since that time. 


E. K. Smith 
1870-1934 


Dr. E. K. Smith, Duluth, was born in Tennessee 
April 15, 1870. 

He attended Knoxville College in Pennsylvania, 
where he received his A.B. degree in 1891. Dr. Smith 
was a clergyman for years before he studied medicine. 
He received his M.D. degree at McGill University in 
Montreal in 1923 and was granted his medical license 
in Minnesota in 1924, and practiced in Duluth until his 
death, October 4, 1934. 

Dr. Smith was a member of the St. Louis County 
Medical Society and the State and American Medical 
Associations. Dr. Smith was unmarried. He is sur- 
vived by a sister. 
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ESSENTIAL THROMBOCYTOPENIC 
PURPURA 


Carl O. Kohlbry, of Duluth, in his paper on “Essen- 
tial Thrombocytopenic Purpura”* says, “Purpura hem- 
orrhagica was first separated as a distinct entity from 
other types of bleeding by Werlhof in 1771-1775” (page 
15). 

Paul Gottlieb Ferlhof (1699-1767), of Helmstadt, and 
court physician at Hannover, died in 1767. His orig- 
inal description of purpura hemorrhagica or morbus 
camulosus Werlhofii appeared in a Dissertation pub- 
lished at Brunswick in 1735 (at the age of thirty-six). 
It was re-published in 1775 in Opera Omnia, Hannover, 
II, 615-636. Vide: Observationum de morbomaculoso 
Haemorrhagico (et noxiis nonnullis mytulis (Brun- 
swigal, 1735), in opera medica, collected and edited by 
J. E. Wichmann, Hannover, Helwig Brothers, Part 2, 
pages 615-632, 1775. 

It should be noted that purpura hemorrhagica (non- 
pestilential, afebrile) was observed by J. E. Despars 
(1390-1465), J. H. Cornarius (1500-1558), Fracastorius 
(1546), and Ingrassia (1510-1580). Lazarus Riverius 
(1589-1665) wrote on the subject (1646) and Amatus 
Lusitanus (Joh. Rodriguez) described the condition 
(1556). Others who referred to it are Lentilus Rosi- 
nus (1657-1733), Culpepper (1646), Cugalemus (1658), 
Diemerbroeck (1609-1674), Rombergius, Sauvages 
(1706-1767), Dolaeus, Zwingerus, Gregorius Horstius, 
Graff (1775), and Adair (1789). 

Cusson (1727-1783) spoke of “De Purpura sine 
febre” and “purpura apyreta.” Pezoldus and Zwin- 
gerus discussed “macule nigre sine febre” and J. W. 
Romberg (1699) saw a woman aged thirty-five years: 
“De Narium, gingivarum et uteri hemorrhagica subi- 
tanea cum petechiarum eruptione absque febre.” 

H. Fracastorius (1478-1553), in De Morbis Contagi- 
osis Liber II, Cap. 6, pages 43 obverse and 44, Venetiis 
1546, speaks of “De febre quam lenticulas uel puncticu- 
la uocant.” Amatus Lusitanus, in his “Curationum 
Medicinalium” Centuria III, p. 286, 1556, Curatio 70, 
Basilee, discusses—‘In qua agitur, de exanthemati- 
bus, morbo dicto pulicari, absque febre in puero erum- 
pente.” 

References: Goldstein, H. I.: Medical Review of 
Reviews (New York), 40: No. 9, 471-492, September, 
1934; No. 11, 594-606, November, 1934; No. 12, 647-651, 
December, 1934. Archives of Dermatology and Syphi- 
lology (Chicago), 26 :282-308, August, 1932; Journal of 
Amer. Med. Assoc. 100: page 1453, May 6, 1933; Jour- 
nal of Medical Society of New Jersey 32: No. 2, 
February, 1935 (“Hemorrhagic Blood Dyscrasias’”). 


Hyman I, Gotpstern, M.D. 
1425 Broadway, 


Camden, New Jersey. 


*MiInn. Mep., 18:15-20, (Jan.) 1935. 
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EXTENSION COURSE IN REFRACTION 

A month’s course in Elementary Refraction, designed 
especially to appeal to rural medical practitioners who 
might wish to supplement their general practice in 
medicine by work in the field of refraction and physi- 
ologic optics, will be given April 1 to 28 at the Uni- 
versity Medical School under the supervision of the 
Department of Ophthalmology. The registration will 
be limited to eight physicians. In addition to formal 
instruction in refraction, provision has been made to 
give participating doctors opportunity to examine pa- 
tients at the Wilder Foundation in St. Paul and at 
the University, Ancker, and city out-patient clinics. 

The course of instruction has been arranged with 
the purpose of furnishing sound training in the ele- 
ments of ophthalmology so that the local physician will 
be enabled to bring to bear some scientific knowledge 
in diagnosing eye trouble. It is intended that instruc- 
tion will cover the elementary physiology of vision, 
physiologic optics and testing and recording vision. 
The mechanical problems of neutralization of lenses 
and different methods of determining refractive errors 
and muscle imbalance will be taken up. The theory 
of and practice in skiascopy and post-cycloplegic re- 
fraction are comprised in the course. Training will 
also be given in transposition of lenses, prescription 
writing and practical fitting of spectacles. 

The instruction is outlined as follows: 

Daily (8:30 to 10:30 am.). Demonstrations and 
teaching of practical refraction and retinoscopy will be 
conducted daily by instructors at the University and 
Wilder refraction clinics. The program will be varied 
somewhat on Saturdays, at which time practical work 
will be given in the fitting of frames and mountings 
under the supervision of opticians. 

Daily (4:30 to 5:30 p.m.). Lectures will be given in 
a systematic way covering such topics as (1) Ele- 
mentary refraction, (2) Muscle balance and anomalies 
and fusion training, (3) Theory and practice of cam- 
pimetry and perimetry, (4) Ophthalmoscopy and recog- 
nition of fundus pathology, (5) Practical hints in re- 
fraction and prescription writing. 

Daily (1:30 to 3:00 p.m.). Out-patient clinics will 
be held at the University, Wilder, and City Hospital 
eye clinics; and also such operative clinics as may be 
arranged in conjunction with prevailing schedules. 

Instruction, didactic and practical, will be given by 
the Departmental Staff and members of the Faculty 
chosen by the Head of the Department for their ability 
to teach and demonstrate special phases of the subject. 

Preference in registration will be given to applicants 
from rural districts desirous: of perfecting themselves 
in refractive work in conjunction with general practice. 
It is not the object of those who are formulating this 
course to develop specialists in ophthalmology in this 
short period. It is intended, rather, that this school 
may provide a training in fundamentals which will 
enable each participant to continue practical work with 
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patients and ultimately to become proficient in estima- 
tion and correction of refractive errors. 

The fee for the course of four weeks will be $80, 
$50 to be deposited with the application, $30 on regis- 
tration. Applications will not be received after March 
10. Reservation fees will not be returned once a place 
is held for any applicant although if a substitute reser- 
vation is made, transfer of the application fee may be 
arranged. 

It will be necessary for each participant to furnish 
his own ophthalmoscope and retinoscope and to pro- 
vide himself with a textbook of refraction. Registrants 
will be required to devote four weeks of their time 
exclusively to this course. Only eight men can be ac- 
commodated. Further information may be obtained 
from Dr. R. R. Price, Director of University Exten- 
sion, University of Minnesota. 





OF GENERAL INTEREST 








NOT SUBJECT TO CODE 


Physicians who buy and sell eyeglasses and 
spectacles as agents of the patients for whom 
they are prescribed and without making any com- 
mercial profit on the transaction do not come 
within the terms of the Optical Retail Code. 

Nor are they subject to any assessment under 
the code. 

This is the opinion of the Bureau of Legal 
Medicine and Legislation of the American Medi- 
cal Association just received as this issue went to 
press in response to inquiries of hundreds of 
physicians who have recently been assessed $3.00 
by the Optical Retail Code Authority for each 
employe. 

The Bureau has protested to the code authority 
and, pending the adjustment of the protests, ad- 
vises all physicians who buy and sell glasses as 
part of strictly professional work to refrain from 
answering the questionnaire sent out by the code 
authority and also to refrain from paying the fee. 











Dr. Milton C. Winternitz, dean of the Yale School 
of Medicine, has resigned and will be succeeded by Dr. 
Stanhope Bayne-Jones, professor of bacteriology at the 
school since 1932. Dr. Bayne-Jones is a Yale graduate 
of the class of 1910, received his medical degree at 
Johns Hopkins in 1914, served in the World War and 
was professor of bacteriology at the University of 
Rochester for eight years before returning to Yale. 

* * * 

Addition of one floor to the University of Minnesota 
hospital to handle psychopathic cases is provided for 
in a bill introduced in the Senate by Senator Burt 
Kingsley of Minneapolis. The measure would authorize 
$124,000 for the improvement and $53,000 for new 
equipment and maintenance for 1936 and $75,000 for 
the same purpose in 1937. 

x * x 

The hospital board at Windom, Minnesota, is making 
plans for the erection of a new hospital in Windom. 
J. O. Thompson is president of the board and Mrs. 
George Warren is secretary. 
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REPORTS AND ANNOUNCEMENTS 
OF SOCIETIES 


Medical Broadcast for March 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 10:30 o’clock every Tuesday morning over 
Station WCCO, Minneapolis and Saint Paul (810 
kilocycles or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month will be as follows: 

March 5—Neurocirculatory Asthenia. 

March 12—Electric Shock. 

March 19—Agranulocytosis. 

March 26—Children’s Dentistry. 





American College of Surgeons 
North Central Section 


The American College of Surgeons of the North 
Central Section, composed of Minnesota, Wisconsin, 
North Dakota, South Dakota and Manitoba, Canada, 
will hold a two-day conference Friday, March 15, and 
Saturday, March 16, at the Lowry Hotel, Saint Paul, 
Minnesota. On Sunday afternoon, March 17, a com- 
munity health meeting will be held which will be open 
to the public at the Saint Paul Auditorium. 

The Public Health meeting constitutes an important 
part of the College’s program to assist in the move- 
ment for better health and better hospitals. It con- 
sists of a series of twelve to fifteen minute talks on 
health, scientific medicine and hospitals, illustrated in 
the most part by lantern slides and motion pictures. 

During the two-day conference the schedule of meet- 
ings are as follows: 


Friday, March 15 


9:00 A.M.—-12 M. 
9:00 A.M.—12 M. 


Clinics 
Hospital Conference 


12 :30 — 2:00 P.M. Medical Motion Pictures 

2:30 -—- 5:00 P.M. Hospital Conference 

7 :00 — 8:00 P.M. Medical Motion Pictures 

8:00 10:30 P.M. Scientific meeting — General 
Surgery 

8:00 —-10:30 P.M. Scientific meeting—Eye, Ear, 


Nose and Throat Surgery 
Saturday, March 16 
9:00 A.M.—12 M. 
9:00 A.M.—12 M. 


Clinics 
Hospital Conference 


12:30 — 2:00 P.M. Medical Motion Pictures 

2:30 — 5:30 P.M. Scientific Meeting — General 
Surgery 

2:30 — 5:30 P.M. Scientific Meeting—Eye, Ear, 
Nose and Throat Surgery 

2:30 — 5:00 P.M. Hospital Conference 
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The clinics will be arranged at local hospitals and 
instructive cases will be worked up and interestingly 
presented. The hospital sessions will run simultane- 
ously with the Clinic and Scientific meetings and dur- 
ing the first day will consist of medical nursing and 
economic problems relating to hospital administration, 
In the afternoon the conference will deal particularly 
with medical problems of special interest to members 
of the medical profession. The hospital sessions will 
consist of round table conferences and demonstrations 
at the local hospitals. The meetings will be of special 
interest to hospital trustees, administrators, members 
of the medical staff, nurses and others. 

All of the scientific programs and clinics are open to 
all regular members of the medical profession whether 
or not they are members of the American College of 
Surgeons. 

The committee on Local Arrangements of Saint Paul 
consist of the following: Dr. Wallace Cole, Chairman; 
Dr. E. M. Jones, Secretary; Dr. Fred Schuldt, Dr. 0 
W. Holcomb, Dr. W. C. Carroll, Dr. George Earl, and 
Dr. M. W. Alberts. 


American Neisserian Medical Society 


The American Neisserian Medical Society, founded 
on June 12, 1934, is dedicated to the promotion of 
knowledge in all that relates to the gonococcus and 
gonococcal infections, that there may be attained im- 
provement in the management of gonorrhea and a re- 
duction in its prevalence. There are 115 charter mem- 
bers and the officers are: Dr. Edward L. Keyes, New 
York, Honorary President; Dr. J. Dellinger Barney, 
Boston, President; Dr. P. S. Pelouze, Philadelphia, 
Vice President; Dr. A. L. Clark, Oklahoma City; Dr. 
Walter Clarke, New York; Dr. R. D. Herrold, Chi- 
cago; Dr. N. A. Nelson, Boston; Dr. Oscar F. Cov, 
Jr., Boston, Secretary-Treasurer. 

The active officers form the Executive Committee. 

The society plans to carry out the following pro- 
gram: 

The scrutiny of the management of gonorrhea in 
both male and female. 

Clinical and laboratory research in the diagnosis, 
medical and social pathology, and the treatment of gon- 
orrhea, 

Dissemination among the medical profession and the 
public of authoritative information concerning gonor- 
rhea. 

Membership is limited to: 

Residents of the United States or its territories, 
Canada or Mexico. 

Graduates of a medical school recognized by the 
American Medical Association. 

Those who are engaged in some phase of the man- 
agement of gonorrhea. 

Invitation to membership is extended to all qualified 
physicians who desire to work for improvement in the 
management of gonorrhea. Application blanks can be 
obtained from the secretary, Oscar F. Cox, Jr. M.D., 
475 Commonwealth Ave., Boston, Mass. 
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International Association For 
Dental Research 


The thirteenth annual meeting of the International 
Association for Dental Research—now consisting of 
twenty-six sections in eight nations—will be held on 
March 16 and 17, 1935, at the Hotel Stevens in Chi- 
cago, in coOrdination there with the annual meeting 
of the American Association of Dental Schools on 
March 18, 19, and 20. Papers on research in dentistry 
and allied fields will be presented chiefly by workers in 
laboratories and clinics of dental and medical schools 
in North America and Europe. Each session will be 
open to all who may be interested. Copies of the of- 
ficial program may be obtained, after March 6, at the 
ofice of the Secretary, International Association for 
Dental Research, 632 West 168th St., New York City. 





State Meeting 


Dr. William P. Murphy of Harvard Medical School 
and one of the three 1934 Nobel Prize winners in 
medicine is one of several distinguished medical speak- 
ers who have accepted invitations to appear on the 
program of the eighty-second annual meeting of the 
Minnesota State Medical Association to be held at the 
Minneapolis Auditorium June 24, 25 and 26. Plans for 
the three-day assembly took permanent form at a 
meeting of the Committee on Scientific Assembly of 
the association held in Saint Paul, February 2. 

Dr. Murphy’s acceptance is announced by the Hen- 
nepin County Medical Society, which will sponsor his 
appearance here. Dr. Murphy, with Dr. George Minot, 
also of Harvard, and Dr. George H. Whipple of the 
University of Rochester, received the Nobel award for 
their work on liver therapy in anemia. 

Dr. Richard Pearson Strong, professor of tropical 
medicine at Harvard, will be brought to Minneapolis 
for the meeting under the auspices of the American 
Association for the Advancement of Science, which 
will be meeting during the same week at the University 
of Minnesota. Members of the two associations will 
hold two joint sessions, one Tuesday morning at the 
Auditorium, the other Tuesday night at the University. 

Dr. Harry Alexander of St. Louis has also definitely 
accepted an invitation to appear on the Monday after- 
noon program. Dr. Frank Lahey of Boston, whose 
appearance will be sponsored by the Minneapolis Surgi- 
cal Society, will speak the same afternoon. His subject 
will be “Hyperthyroidism and Hyperparathyroidism.” 
Also on Monday’s program will be Dr. Edmund An- 
drews of Chicago, who will talk on “Pathogenesis of 
Dr. Thomas G. Orr of Kansas 
Wednesday morning on 


Gallbladder Disease.” 
City, Missouri, will speak 
“Venoclysis.” 

Two clinics to be conducted Monday and Wednesday 
mornings will be a feature of the program. One of 
these will be conducted by University and Twin City 
physicians; the other by Rochester doctors. Other ses- 
sions of the regular program will be devoted to papers 
by out-of-state speakers followed by discussion. 

Scientific demonstrations and exhibits will again be 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


an outstanding part of the annual meeting. These have 
long been a distinctive feature of the meetings and 
have grown in importance and interest each year. Due 
to the increased space made possible by the facilities 
of the large Minneapolis Auditorium, this year’s ex- 
hibits will be greatly extended. Moving pictures, lec- 
tures and exhibits of various processes will be included. 

Howard A. Carter, secretary of the Council on Physi- 
cal Therapy of the American Medical Association, will 
bring elaborate equipment for demonstrations. From 
the Mayo Clinic at Rochester there will probably be 
sent an exhibit on fever therapy. Phases of physical 
therapy will be exhibited by Dr. M. E. Knapp of Min- 
neapolis. Arrangements are also being made to have 
the exhibit of white rats, treated with the thymus 
extract of Dr. Adolph Hanson of Faribault, which 
attracted so much attention when shown at a recent 
meeting in Philadelphia. 

Monday night will be devoted to the annual dinner 
and entertainment being planned by the Hennepin 
County Medical Society. 

Great interest is also being shown in the meeting by 
technical exhibitors, and unusual amount of space for 
this time of year has already been reserved by firms 
catering to the physician. 





Kandiyohi-Swift-Meeker 


Problems of importance today to the medical profes- 
sion were taken up at the regular monthly meeting of 
the Kandiyohi-Swift-Meeker County Medical Society 
which met at the Lakeland Hotel, Willmar, Thursday, 
February 14. 

These problems included sickness insurance and other 
threatened social legislation in regard to the practice ot 
medicine, emergency medical relief and the care of the 
indigent, and malpractice. Unfinished business remaining 
from the annual meeting was completed and the retiring 
president, Dr. K. A. Danielson, gave his address. Com- 
mittee reports were read. 

Under the new constitution, the following three new 
committees were named: Legislation, Drs. B. J. Bran- 
ton, Karl Danielson, Herman Jensen, H. E. Willmot, 
W. C. Kaufman and Hans Johnson; Program, Henry 
Hutchinson, A. F. Branton and R. J. Hodapp; Public 
Health Education, C. L. Scofield, W. A. Dowswell, 
F. W. Behmler, E. H. Frost, G. Frederickson, J. C. 
Jacobs, Lenox Danielson, F. W. Brigham and G. C. 
Edwards. 

The Society auxiliary held its annual meeting at the 
same time. 





Nicollet-LeSueur 


Officers were elected at the annual meeting of the 
Nicollet-LeSueur County Medical Society held at the 
Lodge of the Engesser Brewing Company, St. Peter, 
February 1. 

Dr. Raymond J. Gully, St. Peter, was elected presi- 
dent; Dr. James J. Kolars, Le Center, vice president; 
Dr. Swan Ericson, LeSueur, secretary; Dr. Fred P. 
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WOMAN’S AUXILIARY 


Strathern, St. Peter, treasurer; Dr. Joseph O. McKeon, 
Montgomery, delegate; Dr. Magnus C. Petersen, St. 
Peter, alternate, and Dr. H. B. Aitkens, Le Center, 
censor. Censors now include Dr. Gully, Dr. M. E. 
Lenander and Dr. Aitkens. 

The following committee assignments were made by 
the president: Drs. Strathern, McKeon and Aitkens, 
Publicity; Drs. Ericson and Lenander, Program; Drs. 
F. J. Traxler and O. H. Wolner, Auditing; Drs. G. H. 
Freeman and W. W. Covell, Legislation, and Dr. Peter- 
sen, Medico-Military. 





Stearns-Benton 


Members of the Stearns-Benton County Medical So- 
ciety held their February meeting at the Breen Hotel in 
St. Cloud, Thursday, February 2]. Following a 6:30 
dinner, the program was presented, including a paper 
by Dr. P. E. Stangl, “Case Reports on Fractures” by 
Dr. J. B. Buening, and a paper on “An Aid to Diag- 
nosis of Carcinoma” by Dr. J. P. McDowell. Dr. 
McDowell was chairman for the meeting. 





Union Hospital Meeting 


At the regular monthly meeting of the Union Hos- 
pital Medical Staff, New Ulm, Minnesota, held Feb- 
ruary 14, 1935, Dr. M. Manson of the Surgical De- 
partment, University Hospital, Minneapolis, gave an 
illustrated address on “Gas Gangrene.” Dr. Leonard 
Lang of the Obstetrical and Gynecological Department, 
University Hospital, spoke on “Ectopic Pregnancy.” 
These lectures were well received and were highly 
instructive. 

Members of the Redwood-Brown County Medical 
Society have a standing invitation to attend these meet- 
ings and their attendance is well represented. 





Upper Mississippi 


At the meeting of the Upper Mississippi Medical So- 
ciety held January 26, 1935, at Brainerd, Minn., the 
following officers were elected for 1935: 

President, Dr. E. J. Simons, Swanville, Minn.; first 
vice president, Dr. V. E. Quanstrom, Brainerd; second 
vice president, Dr. B. W. Kelly, Aitkin; third vice 
president, Dr. H. L. Lamb, Little Falls; secretary- 
treasurer, Dr. G. I. Badeaux, Brainerd. 

Delegates to State Convention are: Dr. A. T. Ag- 
new, International Falls; (Alternate) Dr. R. F. Mc- 
Hugh, Aitkin; Dr. G. I. Badeaux, Brainerd; (Alter- 
nate) Dr. L. F. Hawkinson, Brainerd. 

Dr. W. W. Will, Bertha, Minn., was elected censor 
for three years, 1935-1938. The two other censors 
holding over are Dr. J. A. Thabes, Sr., Brainerd, 
1933-1936, and Dr. B. A. Smith, Crosby, 1934-1937. 


The following program was given: 


1. Parathyroid Tumors—M. A. 


St. Paul. 


Shillington, M.D., 
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Treatment of Syphilis—D. D. Turmnacliff, \{.D, 
Minneapolis. 

Advances in Varucure Therapy—H. O. McVhee- 
ters, M.D., Minneapolis. 

Allergy—R. W. Ellis, M.D., University of Minne- 
sota. 

Rectal Diseases in General Practice—H. W. Chris- 
tiansen, M.D., Minneapolis. 

Health Insurance—Herman Johnson, M.D., Dawson, 


Motion Pictures of 
Johnson Co. 


Human Ovulation—\ead 


The Spring meeting of the Upper Mississippi Medi- 
cal Society is to be held at Aitkin in April and is to 
be a joint meeting with the St. Louis County Medical 
Society. 


The Summer meeting will be held at Walker in July 
and will be an outing—picnic and fishing. 


G. I. Bapeaux, Secretary. 





WOMAN'S AUXILIARY 


President—Mrs. Martin Norpianp, Minneapolis 
Editor—Mrs. C. F. Ew1nc, Wheaton 








Mower County 


The Mower County Auxiliary met in the St. Olaf 
Hospital, Austin, Minnesota, Monday, January 28, the 
president, Mrs. G. E. Hertel, presiding. Following a 
short business meeting the afternoon was spent in fold- 
ing surgical dressings. Light refreshments were served 
by the nurses of the hospital. 


Renville County 


The Renville County Auxiliary met at the home of 
Mrs. George Mesker, Olivia, January 8 and at the home 
of Mrs. A. A. Passer, Olivia, February 5. Mrs. E. H. 
Loenholdt of Hector acted as assisting hostess. At 
the February meeting members enjoyed an instructive 
talk by Dr. W. A. Coventry of Duluth, president of the 
Minnesota State Medical Association. The doctors 
joined the ladies at lunch. 


Wright County 


A meeting of the Wright County Auxiliary was held 
early in February at the home of Dr. and Mrs. J. J. 
Catlin. Dr. and Mrs. E. F. Robb and Dr. and Mrs. 
J. M. Hayes of Minneapolis were guests. The aiter- 
noon was devoted to a discussion of children’s diseases 
and operations. A buffet supper was served following 
the meeting. 
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PROCEEDINGS of the MINNESOTA ACADEMY OF MEDICINE 


Meeting of December 12, 1934 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, December 12, 
1934, with the president, Dr. Archa Wilcox, in the 
chair. The meeting was called to order at 8 p. m. 

There were fifty-one members and one guest present. 

Minutes of the November meeting were read and 
approved. 

Upon ballot the following officers were elected for 
the year 1935: 

President—Dr. Alexander Hall, St. Paul. 

Vice-President—Dr. John Butler, Minneapolis. 

Secretary-Treasurer—Dr. R. T. LaVake, Minneapolis 

(reélected). 


The scientific program followed. 


FUNDUS EXAMINATION IN SHORT WAVE- 
LENGTH LIGHT 


ARTHUR Epwarp Situ, M.D. 
Minneapolis 


Abstract 


Gradual evolution of the ophthalmoscope from the 
first crude instrument of von Helmholz. Various types 
of illumination used as the light source in ophthalmos- 
copy: sunlight, candlelight, oil and gas lamps, incan- 
descent electric bulbs—first the ordinary lamps and 
later the miniature bulbs for self-contained illumina- 
tion. Most of the advance for a considerable time was 
in the direction of greater convenience rather than 
of increased efficiency. Various kinds of ophthalmo- 
scopes mentioned, many of them ingeniously con- 
trived but having one vital disadvantage in common, 
ie., the employment of a light-source in which the 
retina is practically transparent and in which it is, 
therefore, except for its blood vessels, practically in- 
visible. This is due to the presence in this light of 
the red and orange rays of the spectrum which are 
of long wave length and have great penetrating power. 
On the other hand, the green and blue rays, being of 
short wave length, have much less power of penetra- 
tion and hence are easily reflected. When these rays 
reach the retina they do not pass through it, as some 
are reflected, some absorbed, and a few are altered by 
the retinal stroma. The retina, therefore, is rendered 
visible and the chorioid relatively invisible in persons 
with normal pigment development. 

Mayou was probably the first man to view the fun- 
dus in short wave length light, using the mercury 
vapor lamp as a light source. The clinical importance 
of fundus examination in red-free light was first em- 
phasized by Prof. Alfred Vogt in 1913. Gradual im- 
provement in technic and interpretation followed. Nor- 
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mal fundus viewed in red-free light has a light yel- 
lowish-green color, the blood vessels showing very 
dark, almost black, against this background. The disc 
appears white, resembling the disc of simple atrophy 
in ordinary light. The macula lutea, invisible in ordi- 
nary light, shows as a lemon-yellow area. Advan- 
tages of short-wave-length light are particularly ap- 
parent in study of this area. Changes are obvious at 
a much earlier time than they would be discoverable 
with ordinary light. Congenital absence or mal-de- 
velopment of the macula, responsible for defective 
development of sight in some young children, is im- 
mediately recognized in short-wave-length light when it 
can only be inferred otherwise. The greatest value of 
this method of examination lies in the clearness with 
which the retinal structure is brought out. The 
course of the nerve fibers running out from the pa- 
pilla can be traced distinctly throughout the fundus. 
They appear as whitish lines. Thus, early optic atrophy 
can be recognized since in this condition the fibers 
disappear and the area involved shows a sort of mar- 
bled appearance long before any ophthalmoscopic 
changes are discernible by ordinary light. 

The unique diagnostic value of the method is ap- 
parent. In optic nerve disease it is possible to differ- 
entiate a primary from a secondary atrophy since in 
the latter the smallest amount of exudate on the disc 
or its border can be detected when it would probably 
be entirely invisible in ordinary light. In inflamma- 
tory disease the fibers first swell and appear abnor- 
mally prominent and then, as atrophic changes set in, 
gradually disappear. In retrobulbar neuritis the dis- 
appearance of the papillo-macular bundle, leaving the 
remaining fibers intact, is characteristic. In dissemi- 
nated sclerosis, patches of the fibers will be found 
wanting. The significance of the various fundus re- 
flexes, particularly the double contour reflexes, are 
described by Vogt. These are formed by the rosette- 
shaped folds of the membrana limitans interna radiat- 
ing from the region of the fovea centralis. These are 
particularly interesting when observed in contusion in- 
juries of the eyeball, in retinal detachment, etc. 

The next major improvement in ophthalmoscopes 
will probably be the development of an instrument 
which will combine the magnification and the binocu- 
lar eye-piece of the Gullstrand ophthalmoscope with 
adequate short-wave-length illumination. 

More efficient fundus examination is almost as im- 
portant in general diagnostic work as it is in ophthal- 
mology. For example, the experience of life insurance 
companies has demonstrated that it would be ex- 
tremely desirable if hypertension could be detected at 
a much earlier time than is at present possible and 
it does not seem that anything could offer greater 
promise of help in this direction than the perfection 
of the technic of studying the blood vessels of the 
fundus. Gradual improvement in convenience and ef- 
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ficiency of apparatus for short-wave-length fundus 


Slit-lamp light with red-free filter is satisfac- 
The new Lauber red-free lamp is comparative- 


study. 
tory. 
ly inexpensive and sufficient for all practical purposes. 
The various small hand ophthalmoscopes with red- 
free filters, the inefficiency of the light 
source, are practically worthless. 


because of 


Dr. Smith gave a lantern-slide demonstration of 
paintings of fundus oculi in ordinary and in red-free 
light illustrating the value of the method. 


Discussion 


Dr. F. E. Burcu (St. Paul): I am very glad that 
Dr. Smith has emphasized the value of red-free light 
but I would, perhaps, correct a statement he made that 
the filters furnished for the ordinary ophthalmoscopes 
are not valuable. Dr. Smith has emphasized the value 
of red-free light particularly for examination of the 
caliber of the vessels; and in the ophthalmoscopes fur- 
nished by Bausch & Lomb the red-free filter is very 
valuable for studying such vascular changes. On the 
other hand, they are of no value whatever in showing 
the fine nerve fiber changes such as Dr. Smith has 
shown. The principal value to me of the red-free light 
has been in the study of vascular changes and not in 
the study of nerve fiber changes. In the use of the 
ophthalmoscope, one must have good dark adaptation, 
just as is true in using the fluoroscope. If one does 
not take the necesary time it is principally a matter 
than real diagnostic means of ophthalmoscopic study 
of contrast in emphasizing the vascular changes rather 
of vascular changes. 


Dr. A. E. 


tion to 


SMitH (in closing) : 
statement that the small self-illuminated 
ophthalmoscopes are worthless is well taken. What I 
meant was that they are inadequate from the stand- 
point of the oculist since I have never know any one 
who could, with them, make out the nerve fibers and 
many other important details. I am entirely in accord 
with what Dr. Burch says—that they are of aid, par- 
ticularly to the general diagnostician, in the study of 
the vascularization of the fundus. 


Dr. Burch’s excep- 
my 


OPERATIVE DIVISION OF THE HORSE- 
SHOE KIDNEY 


Report of Five Cases With Exhibition of Pre-Opera- 
tive and Post-Operative Pyelo-Ureterograms 


Motion Picture Demonstration of Renal Symphysi- 
ectomy for Horseshoe Kidney 


Freperic E. B. Forry, M.D. 


Samt Paul 
On two previous occasions, the December, 1931, and 
March, 1934, meetings, I discussed before this 
Academy the subject of Horseshoe Kidney: its em- 
bryology, anatomy, the mechanism of obstruction usual- 
ly acompanying it, the clinical the 


have 


manifestations of 
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condition and its diagnosis, with particular reference 
to urography. Surgical correction of the condition by 
division or resection of the isthmus was discussed and 
three cases in which these procedures were employed 
with excellent end-results were reported. The first of 
these three cases was encountered on the Urologic 
Service at the Ancker Hospital, Saint Paul, was beau- 
tifully managed by my associate on the service, Dr, 
Philip F. Donohue, and was originally reported by 
him at the American Urological Association meeting 
in 1931. 

Since our March, 1934, meeting, at which these three 
cases were presented, I have made division and resec- 
tion of the isthmus of the horseshoe kidney in two ad- 
ditional cases, making a total of five cases as basis for 
the present presentation. A motion picture film of the 
operation in one of these latter cases was made and 
will be shown in connection with this discussion to 
illustrate the method and _ technical the 
procedure. 

Prior to these cases there had been reported in the 
literature only eleven cases of division of the isthmus 
of the horseshoe kidney, all of them in Europe. Ac- 
cordingly the five cases to be presented here are the 
only American cases on record, represent 32 per cent 
of the total number reported, and, though small in num- 
ber, make by far the largest single series of such cases 
to have been reported or to have come under the per- 
sonal observation and management of one individual 

From the eleven scattered European cases reported 
by several different individuals, no well supported con- 
ception of indications for the operation and the re- 
sults to be achieved by it had emerged. The five cases 
to be considered here are so nearly identical as to 
symptoms complained of, anomalous and pathologic 
conditions demonstrated by urography, and excellence 
of results obtained by operation that it is felt a well 
defined and well supported conception may be drawn 
from them and that indications for the operation may 
be enumerated. 


details of 


Past and present literature abounds in reports of 
operations on the horseshoe kidney for stone, tumor, 
tuberculosis and various other lesions. In such cases 
the anomaly has been considered incidental, either a 
conservative operation for correction of the lesion as- 
sociated with the anomaly has been performed, or the 
affected half of the horseshoe kidney has been re- 
moved. The present report is not concerned with this 
aspect of the problem presented by horseshoe kidney 
for in none of these cases except one was there any 
significant abnormality other than the anomaly and the 
pelvic dilatation accompanying it. In the one case of 
exception to this a stone in the left pelvis was re- 
moved at the time of operation for division of the 
isthmus. However, the stone was known to have 
formed recently for a satisfactory urinary tract radio- 
graph made three years prior to operation showed no 
calculus, while bilateral pain of the sort that often ac- 
companies the anomaly had been present for many 
years prior to this. Accordingly these are cases of 
horseshoe kidney per se, with symptoms directly and 
solely attributable to the anomaly. Associated lesions 
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such as stone, tumor or tuberculosis were not present 
to cause symptoms or to provide indications for opera- 
tion and were not the object of surgical attack. We 
were dealing only with pain incident to horseshoe kid- 


Fig. 1. 


Fig. 1. (Case 1. 


shoe kidney: low position, long axis oblique toward midline below, under-rotation of lower pole with inferior 
medially. Grade 1 hydronephrosis. (From Journal of Urology.) 


(Case 1.) 


Fig. 2. 


Left pyelogram following first operation (Donohue): division of isthmus and right nephropexy. 


neither pain nor pelvic dilatation. In the third there 
was moderate bilateral pelvic dilatation but no long 
history of the recurring or persistent pain characteristic 
of horseshoe kidney. In this case there was left sided 


3. 


Right flank and abdominal pain.) Right pyelogram before operations. Note the typical features of horse- 


calyces extending 


(Flank 


and abdominal pain exactly similar to the right sided painful symptoms which were relieved by the operation were now present 
on left side): Note the typical features of horseshoe kidney; low position, long axis oblique toward midline below and under- 
rotation of lower pole with inferior calyces extending medially, still present after division of isthmus and right nephropexy. (From 


Journal of Urology.) 


Fig. 3. (Case 1.) 


of Urology.) 


ney. In determining indications for operation only 
this pain and varying degrees of pelvic dilatation, pos- 
sibly suggesting progressive renal impairment, came 
up for consideration. The results obtained by opera- 
tion are attributable to correction of the anomaly. 

It is well known that with our modern methods of 
urologic diagnosis a considerable number of horseshoe 
kidneys are discovered each year in which the anom- 
aly is not associated with any other lesion except pos- 
sibly the slight pelvic dilatation that often accompanies 
the condition. In a large proportion of such cases of 
uncomplicated horseshoe kidney the cystoscopic and 
urographic examinations have been made because of 
pain. It is quite certain that in a substantial number 
of these cases the horseshe kidney is responsible for 
the pain and yet there are reported in the literature 
only eleven cases in which division of the isthmus with- 
out nephrectomy was undertaken either for relief of 
this pain or any other purpose. 

It is not to be said that mere presence of a horse- 
shoe kidney is adequate indication for surgical division 
of the isthmus. From my own experience I am able 
to cite three cases in which the existence of horseshoe 
kidney was positively demonstrated but without indi- 
cations for this operation. In two of these there was 
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Tracing to show composite right and left pyelograms with division of isthmus indicated. (From Journal 


sudden severe pain of recent duration and this was ac- 
companied by a calculus in the left pelvis. The stone 
appeared to be entirely responsible for the sudden uni- 
lateral colic. At operation the stone was removed but 
the anomaly was not corrected for in the absence of 
pain of long standing there appeared to be no indica- 
tion for it. Complete and permanent relief of pain 
followed removal of the stone. There has been no pro- 
gressive impairment of renal function and check-up bi- 
lateral pyelo-ureterograms seven years after removal 
of the stone showed no increase of pelvic dilatation. 
In the absence of pain and in the absence of progres- 
sive dilatation and renal function impairment it was 
not felt that this case provided indications for division 
of the isthmus. 

When it is definitely demonstrated that the anomaly 
is responsible for pain of which the patient seeks re- 
lief, this may be considered adequate indication. In 
all of the present cases this indication was found and 
in addition various degrees of pelvic dilatation or hy- 
dronephrosis were present. Obstruction as evidenced 
by pelvic dilatation and progressive impairment of re- 
nal function, even though not accompanied by pain, 
would provide a good indication for interference to 
the end of avoiding renal insufficiency. Up to the pres- 
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ent I am unable to share Gutierrez’ view that mere 
existence of the anomaly is sufficient indication for 
the operation. 


Fig. 4. (Case 1.) Composite right and left pyelogram fol- 
lowing first operation for division of isthmus and right nephro- 
pexy and second operation (Donohue) for left nephropexy. Note 
the now normal features of both pyelograms: normal position, 
long axis oblique toward midline above, normal rotation of lower 
poles with inferior calyces extending laterally and absence of 
pelvic dilatation. (From Journal of Urology.) 


The Anomalous Development and Anatomy 


Horseshoe kidney represents a departure from nor- 
mal development which in its adult form and rela- 
tions constitutes three anomalies: (1) of form, (2) of 
position, (3) of vascularization. 


In the development of horseshoe kidney, fusion of 
the lower poles occurs early in fetal life. The caudal 
ends of the two renal blastemata from which the per- 
manent kidneys are formed lie close to the midline 
below the pelvic brim and it appears that there is op- 
portunity for fusion at this time. Boyden believes that 
fusion occurs during migration of the kidneys, particu- 
larly at the time they pass through the brim of the 
bony pelvis and between the iliac vessels, at which 
time they closely approach each other. In any case the 
fusion does occur and represents the anomaly of form. 

Migration of the normal kidney has three compo- 
nents of movement: (1) ascent, (2) rotation, (3) ax- 
ial deflection. 

It appears that full ascent of the horseshoe kidney 
to the normal definitive position in the renal fosszx is 
limited by the inferior mesenteric artery lying above 
the isthmus and arresting ascent when the isthmus 
comes in contact with it. In consequence the horse- 
shoe kidney usually occupies a lower than normal po- 
sition. 

The hilum of the normal kidney early in fetal life is 
directed ventrally, the calyces dorsally and the ureter, 
crossing in front of the lower pole, joins the pelvis on 
its ventral surface. During migration rotation of the 
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kidney on its long axis occurs so that the hilum be- 
comes directed medially, the ureter joins it on what js 
now its medial border and the calyces extend from jt 
in lateral direction. In the horseshoe kidney, fusion 
of the two lower poles prevents rotation, particularly 
at the lower poles, and in consequence the inferior 
calyces are not directed laterally as they should be 
but continue to extend dorsally or even medially while 
the ureter, crossing the isthmus and lower pole, re- 
mains ventral to the pelvis and joins its ventral sur- 
face. 

The long axis of the normal kidney undergoes a de- 
flection or reversal of angle during migration. Early 
in development the lower pole occupies a position closer 
to the midline than the upper pole and the long axis 
is oblique toward the midline below. When the nor- 
mal definitive position in the renal fossa has been 
reached, these relations have been reversed. The up- 
per pole now lies closer to the midline than the lower 
pole and in consequence the long axis is now oblique 
toward the midline above. In horseshoe kidney fusion 
of the lower poles prevents the occurrence of normal 
axial deflection and the lower poles remain closer to 
the midline than the upper poles. In consequence the 
long axis of each half of the horseshoe kidney retains 
its early fetal direction and remains oblique toward 
the midline below. 

The blood supply of the normal kidney constantly 
changes during its migration and is largely determined 
by the position of the organ in relation to neighboring 
vascular trunks. As the kidney ascends, new vessels 
grow into it above while the lower vessels atrophy and 
disappear. Because of this it has been said “the kid- 
ney ascends a vascular ladder.” Normally a single ar- 
tery and vein arising from aorta and cava are in po- 
sition to vascularize the whole organ. Because of the 
abnormal form and position of the horseshoe kidney 
these normally placed vessels are not capable of com- 
pletely vascularizing it and in consequence other ves- 
sels arising from neighboring trunks persist. 


Clinical History 


As already indicated, pain is the chief and most fre- 
juent symptom of horseshoe kidney. The condition 
does not always produce pain. The sole cause of pain 
may be a lesion such as stone, tumor or renal tuber- 
culosis. Occurring in the anomalous kidney, pain of 
such cause is of no significance peculiar to the anom- 
aly. When present and attributable to the anomaly per 
se, the pain may be of character and location sugges- 
tive of origin in kidney or ureter and may be present 
on one or both sides. On the other hand there may 
be only vague abdominal pain felt, chiefly above the 
umbilicus, usually more pronounced on one side. 

Varying degrees of upper urinary tract infection 
manifested by pyuria, chills, fever, etc., may be present. 

Gutierrez in his recent monograph mentions vague 
and indefinite symptoms such as constipation, nervous- 
ness and indigestion. In my experience they are not 
regularly present and do not appear to be directly re- 
lated to presence of the anomaly. 
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Fig. 5. (Case 2. Right flank and abdominal pain.) Com- Fig. 6. (Case 2.) Bilateral pyelograms after first operation: 
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normal, and the pelvic dilatation present before operations as 


shown in Figure 5 has largely disappeared. 
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Fig. 9. (Case 4. Long history of left flank and abdominal 
pain persistent and severe. Right flank and abdominal pain 
periodic and mild. Recently formed calculus left pelvis, satis- 
factory plain urinary tract x-ray film was negative for calculus 
three years prior.) Plain urinary tract x-ray film. Calculus 
shadow left renal area. Suggestion of shadow of isthmus prob- 
ably is an artifact occasioned by gas in the bowel. 


Diagnosis 

A mass representing the isthmus of a horseshoe kid- 
ney may be felt in the midline of the abdomen near 
the level of the umbilicus crossing the vertebral bodies 
transversely and transmitting the aortic pulse. (Such 
a mass was indefinitely palpable in two of the cases 
reported here but was not noted until after the uro- 
graphic examination had been made.) 

In the presence of well marked hydronephrosis inci- 
dent to the anomaly, one or both sides of the horse- 
shoe kidney may be palpable. Such a palpable kidney 
with long axis oblique toward the midline below instead 
of oblique toward the midline above would arouse sus- 
picion. If the abnormal axis were clearly made out the 
isthmus also would be palpable. Absence of normal 
mobility of a palpable kidney might be suggestive of 
horseshoe kidney even though its exact configuration 
and axis were not made out but free mobility does not 
preclude the condition, for contrary to current impres- 
sion the horseshoe kidney may be decidedly movable. 

The so-called Rovsing sign, pain or aggravation of 
pain felt on bending backward with ventral extension 
of the spine, is very inconstant. (It was not present 
in any of the five cases reported here.) 

A positive diagnosis of horseshoe kidney can only 
be made by urography and usually makes strong de- 
mands on the competence and experience of the inter- 
preter of the findings. 

The plain urinary tract radiograph with the kidneys 
and ureters not filled with contrast medium may be 
of some assistance by outlining the isthmus or at least 
demonstrating the abnormal direction of the long axis 
of the kidneys and absence of lower pole outlines. 
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Fig. 10. (Case 4.) Bilateral pyelograms before operation. 
Note the typical features of horseshoe kidney: low position, 
long axis oblique toward midline below, under-rotation of lower 
poles with inferior calyces extending medially. Grade 2 hy- 
dronephrosis, more marked on left than on right. Calculus 
shadow left renal area, shown in Figure 9, included in pelvis. 





Fig. 11. (Case 4.) Bilateral pyelograms after operation; divi- 
sion and resection of isthmus, removal of left renal calculus, 
left nephropexy. Compare left pyelogram with Figure 10 and 
note the pe oll of important features of horseshoe kidney. 
Position slightly higher, long axis oblique toward midline above, 
somewhat increased rotation of lower pole. Slight decrease of 
pelvic dilatation chiefly evident in reappearance of cupping of 
minor calyces. Right pyelogram poorly filled and incapable of 
interpretation. 


The definite diagnostic criteria by which the con- 
dition can always be recognized are found in the pyelo- 
ureterogram. Certain features of the pyelo-ureterogram 
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Fig. 12. (Case 5. Right flank pain, persistent, severe; left 
flank pain, occasional, not severe.) Bilateral pyelograms. Note 
the typical features of horseshoe kidney: slightly lower than 
normal position, long axis oblique toward midline below, under- 
rotation of lower poles with inferior calyces extending medially. 
Grade 2 hydronephrosis. 


of the normally formed kidney are constant and rarely 
are distorted by disease. These same features are regu- 
larly and characteristically altered in the pyelo-uretero- 
gram of the horseshoe kidney. 
features occur in consequence of the interference the 


Alterations of these 


lower pole fusion offers to ascent, rotation and axial 
deflection of the kidney during its migration. The ab- 
normal features of the horseshoe kidney pyelo-uretero- 
gram are: (1) low position, (2) inferior calyces ex- 
tending dorsally or medially from pelvis, (3) uretero- 
pelvic junction on ventral surface instead of at medial 
border of pelvis, (4) ureter overlying pelvis and cross- 
ing the abnormally directed inferior calyces, (5) long 
axis oblique toward the midline below (line drawn 
through the tips of the superior and inferior calyces). 

A well filled unilateral pyelo-ureterogram made with 
proper radiographic technic usually contains sufficient 
evidence on which to make the diagnosis. However, 
with a pyelo-ureterogram on only one side it may not 
be possible to differentiate between horseshoe kidney 
and unilateral fused kidney (so-called 
ney” or “crossed dystopia”). 


“tandem _kid- 
For positive diagnosis 
and satisfactory demonstration of relations bilateral 
pyelo-ureterograms should be made. 

The poor filling that obtains with excretion pyelo- 
ureterograms made by intravenous injection of the 
contrast medium may render them inadequate for 
positive identification of the condition. Absence of fill- 
ing of some calyces frequently occurs with this method. 
It is evident from the foregoing discussion of diagnos- 
tic criteria that outlining the inferior group of calyces 
to show their abnormal medial direction and the re- 
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Fig. 13. (Case 5.) Bilateral pyelograms after operation: divi- 
sion and resection of isthmus and right nephropexy. Compare 
with Figure 12 and note that the right pyelogram no longer 
presents the typical features of horseshoe kidney. Long axis 
oblique toward the midline above, normal rotation of lower 
pole with calyces extending laterally, slight decrease of pelvic 
dilatation. Left pyelogram still shows the typical features of 
horseshoe kidney. 


versed long axis of the kidney is essential. Also good 
filling of the ureter, which rarely obtains in excretion 
pyelo-ureterograms, is necessary to show its abnormal 
relationship to the pelvis and inferior calyces and the 
abnormal position of the uretero-pelvic junction. 


Method of Operation 


The motion picture film will illustrate the method 
of operation and details of the procedure need not be 
described. 

There has been considerable discussion concerning 
the incision to be employed, and particularly the com- 
parative advantages of transperitoneal and extra- 
peritoneal approach to the horseshoe kidney. In all of 
our cases the usual flank incision below and parallel 
to the twelfth rib extending from the anterior border 
of the sacrospinalis muscles well forward into the ab- 
domen with an entirely retroperitoneal approach has 
been employed and has been found entirely adequate. 
Because of the impediment from loops of bowel, mo- 
bilization of the colon and opening the posterior parie- 
tal peritoneum, it would appear that transperitoneal 
approach by way of a vertical abdominal incision would 
be a great handicap. Besides giving less technical fa- 
cility it carries the risk of peritoneal infection. The 
retroperitoneal approach is safer and permits the whole 
mass of intraperitoneal structures to be displaced to- 
ward the midline, opening a large cavity around the 
kidney. 

When the half of the kidney on the side of opera- 
tion has been shelled out of its investing fat and peri- 
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renal fascia, as in the ordinary kidney exposure, trac- 
tion on the lower fused pole will draw the lower ex- 
tremity of the opposite kidney across the midline, pro- 
viding perfect facility for division of the isthmus. The 
division is made between two rows of mattress sutures 
which control bleeding from the cut surfaces. The 
dividing incision is made in vertical direction and a 
little to the opposite side of the midline of the isthmus. 
It is important that the half of the divided kidney 
on the side of operation be accurately positioned by 
fixation with its upper pole well in against the vertebral 
bodies and its lower pole well out lateralwards so that 
the ureter in approaching the pelvis does not lie across 
the lower pole or divided isthmus. If these relations 
cannot be effected because of the medial extension of 
the lower pole and isthmus, resection of the lower 
extremity of the divided kidney may be required. 


Summary of Cases 


Four of the five patients were women all in the sec- 
ond or third decades. One was a man aged thirty-eight. 
In all cases the chief complaint was pain and in most 
instances its character was fairly typical of renal ori- 
gin. In all of the cases, obstruction and varying de- 
grees of pelvic dilatation were demonstrated, and in 
some, varying degrees of upper tract infection and pyu- 
ria. In all cases operation was undertaken with relief 
of pain its chief object. In all cases this object has 
been fully attained, the patients having complete re- 
lief of painful symptoms. It should be noted, however, 
that in two cases of unilateral pain (Case 1 and Case 2) 
division of the isthmus and relief of pain on the side 
of operation was followed by development of identical 
pain on the opposite side and that in these two cases 
correction of the abnormal position of the opposite 
half of the horseshoe kidney by a second operation 
gave complete relief of this pain. In one case (Case 
5) the pain, originally bilateral, has been relieved on 
both sides by division of the isthmus and nephropexy 
on the side of operation. In each of the other two 
cases of bilateral pain (Case 3 and Case 4) division 
of the isthmus and fixation on the side of operation 
has given relief of pain on this side while pain on the 
opposite side persists and nephropexy on the second 
side remains to be made. 

In conclusion it may be said: 

1. The anomaly horseshoe kidney without other 
pathologic change except the slight pelvic dilatation 
often accompanying it may produce pain. 

2. Pain of such origin may be relieved by operative 
division or division and resection of the isthmus of 
the horseshoe kidney. 

3. An appreciable number of such cases are identi- 
fied as cases of horseshoe kidney and the opportunity 
to afford relief by surgery is neglected. 

4. Indications for operative division or resection of 
the isthmus of the horseshoe kidney are: pain defi- 
nitely originating in the horseshoe kidney or obstruc- 
tion with pelvic dilatation and demonstrable progres- 
sive renal function impairment. 

5. Five cases of horseshoe kidney with pain due to 
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the anomaly and completely relieved by operation are 
reported in summary. 


6. The anomalous condition may be fully corrected 
and normal anatomic relations established by operation, 


7. The surgical procedure is safe, is accomplished 
with no undue difficulty and when properly performed 
yields satisfactory results both as to anatomic correc- 
tion and relief of subjective symptoms. 


Discussion 


Dr. A. C. StracHaver (Minneapolis): Dr. Foley 
has given us an excellent presentation of his subject 
and the motion picture was certainly very well done. 
His graphic demonstration of the anatomical interfer- 
ence to the ureter by the isthmus appears to me to 
be a sound basis and indication for the division of the 
isthmus. While I have operated upon a number of 
horseshoe kidneys, I have never personally had occa- 
sion to perform the operation as described. Dr. Foley 
may be interested in knowing that the late Dr. James 
Moore nearly a quarter of a century ago divided the 
isthmus in a horseshoe kidney upon a Northwestern 
Hospital nurse. In addition to pain, she complained of 
a throbbing sensation which I understood was com- 
pletely relieved by the operation. 

Dr. Fotey (in closing): I have nothing in partic- 
ular to add. Dr. Wright’s account of the report from 
Belgrade of thirty of these cases is impressive. He 
did not definitely indicate that they were operations 
for division of the isthmus. Operations on the horse- 
shoe kidney have been reported many times. They 
have been undertaken for stone, for tuberculosis and 
for other conditions. Usually a conservative procedure, 
such as removal of a stone or possibly removal of one 
side of the horseshoe kidney, has been reported. Divi- 
sion of the isthmus is not so frequent, only eleven 
cases having been reported. 

For certain parts of the operation a para-rectus in- 
cision would be helpful; for other parts it would be 
a handicap. The flank incision is entirely adequate for 
the whole procedure. 

Dr. Moore’s division of the isthmus so long ago, as 
mentioned by Dr. Strachauer, is interesting. Dr. Moore 
is not the only one to have divided the isthmus and 
failed to report it. From personal communication 
with other surgeons I know of three or four other 
such cases. 

Prior to report of these five cases presented tonight 
there were no American cases reported and I am able 
to find in the literature a total of only eleven reported 
cases, all of them from Europe. 

I am sure that the frequency of horseshoe kidney is 
not fully appreciated and that it is not generally 
known that the symptoms produced by the condition 
and the impairment of renal function caused by it are 
capable of relief by the operation I have described and 
illustrated in the motion picture. 


The meeting adjourned. 
R. T. LaVaxke, M.D., Secretary. 
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TRANSACTIONS of the MINNEAPOLIS SURGICAL SOCIETY 


ANNUAL SYMPOSIUM ON FRACTURES 


TUESDAY, DECEMBER 11, 1934 


The President, Dr. MArt1n Norpianp, in the Chair 


Dr. Martin Nordland—-As President of the Minne- 
apolis Surgical Society, I wish to welcome you here 
tonight. 

It is evident from the large number present that 
our annual Fracture Program appeals to many mem- 
bers of the profession. This is the second year that 
we have devoted one of our eight annual meetings to 
the consideration of fractures. 

The problem presented by the increasing number of 
fractures is becoming more and move important to 
the surgeon. Our Committee on Fractures has worked 
hard to prepare a program for you. They have at- 
tempted to present the subject in a practical manner. 
The Committee Chairman, Dr. R. R. Cranmer, de- 
deal of credit for the effort he has 
made in building this program. 


serves a great 

The Chairman will introduce each speaker and I am 
very pleased to present Dr. Cranmer, who will now 
preside—Dr. Cranmer. 

Dr. R. R. Cranmer (Chairman).—I first wish to 
welcome the visitors at this meeting and invite and 
urge them to participate in the discussion of the papers 
to be read. We have visitors who have traveled many 
miles to attend, men from South Dakota, Wisconsin 
and northern Iowa, as well as from all parts of our 
own state. We hope that they will feel the time well 
The attendance is evidence of the wide-spread 
interest in the subject of fractures. 


spent. 
This interest is 
stimulated by several factors both within the profes- 
sion and outside of the profession. 

The first factor is the inherent desire of all phy- 
sicians to improve their knowledge, realizing the prac- 
tice of medicine is, in reality, the study of medicine. 

Another stimulus is the rapid advances that have 
been and are continually being made in the treatment 
of fractures, among which might be mentioned skeletal 
traction, functional treatment, improved methods of 
determining proper approximation 
operative treatment. 

Third, the stress laid on fracture treatment by the 
various national medical organizations, such as the 
American College of Surgeons, has had its effect in 
stimulating interest. Dr. Scudder, who for years was 
Chairman of the Fracture Committee of the College, 
has visited most of the clinics of the larger cities of the 
country and correlated the activity along this line. 
The effect of his work and that of Speed, Cotton, 
Béehler of Vienna, and many others has been to 
increase interest in fractures throughout the entire 
profession. 


and advances in 


Fourth, the increase in malpractice suits based on 
fracture treatment and the compensation law has had 
its effect. 
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Now, because of the lateness of the hour, we will 
proceed at once to the presentation of the papers, after 
the completion of which the meeting will be thrown 
open for general discussion. 





TREATMENT OF FRACTURES OF THE 
OS CALCIS 


George R. Dunn, M.D. 


Fractures of the os calcis occur quite frequently and 
are usually due to a fall from a height in which the 
individual alights on the heels. They may be single 
or bilateral. These fractures usually result in a pro- 
longed period of immediate disability and a consider- 
able amount of residual disability. 

The efficient treatment of fractures of the os calcis, 
I believe, is definitely handicapped by the fact that 
the patient, as a rule, does not appreciate the serious- 
ness of the fracture, the prolonged disability which 
it will cause, and the likelihood of resultant impair- 
ment of function. The deformity is not obvious to 
the patient. He is able to use the foot to a certain 
extent by stepping on the toes and as a general rule 
does not feel that the injury has been serious. A 
large majority of patients would probably refuse to 
submit to the more radical forms of treatment such as 
the method advised by Béehler. 

Some splitting types of fractures and other more 
simple forms of fracture of the os calcis require com- 
paratively little treatment except protection from weight 
bearing and proper support of the feet for early weight 
bearing. In a vast majority of the cases, however, im- 
mediate active treatment is indicated. The most favor- 
able time to treat any fracture would seem to be im- 
mediately after the injury and before swelling has 
developed. A very considerable amount of swelling 
develops quickly in some fractures of the os calcis and 
in certain instances where the swelling is already estab- 
lished it is advisable to allow the swelling to subside 
before proceeding with active treatment. 

The results of treatment of fractures of the os 
calcis are, on the whole, probably not good. Some 
poor results at least are probably attributable to failure 
to correct the deformity, too long immobilization, and 
the failure to instigate early movement as we do in 
other fractures involving joints. The os calcis has 
multiple articulations and the lateral clearance is 
comparatively slight. Flattening of the longitudinal 
arch and eversion of the foot frequently result from 
improper correction of the deformity. The important 
steps in the treatment would seem to be: 

1. Immediate reduction of the deformity as thor- 
oughly as possible and, in event swelling has occurred, 
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the reduction of the deformity as soon as the swelling 
has subsided. 


2. Early movement without weight bearing to prevent 


excessive callus formation. 

3. Use of the foot with proper support when x-ray 
indicates sufficient union. 

In order to effect a proper reduction of the deform- 
ity as far as possible, one must carefully evaluate the 
deformity by x-ray examination and manual examina- 
tion, testing the range of movement in the subastrag- 
aloid joint. The x-ray plates should include antero- 
posterior and lateral views of the foot and ankle and 
special plates of both ora calcis.* We notice partic- 
ularly: 

1. Broadening of the os calcis especially beneath the 
lateral malleolus where this most frequently occurs. 

2. Flattening of the contour of the os calcis (the 
so-called “Tuber-Joint” angle of Béehler). 

3. Malposition of the posterior portion of the os 
calcis. 

4. Involvement of the subastragaloid joints in the 
fracture line and the range of movement permitted 


at the subastragaloid joint, that is, the lateral move- 
ment. 


Certain types of fracture of the os calcis have been 
described but on the whole the variety of fracture oc- 
curring is quite variable. Broadening of the os calcis 
(which usually occurs below the external malleolus) 
frequently leads to impingement of the os calcis on the 
external malleolus or on the underlying soft parts. 
Eversion of the foot becomes painful. It is highly im- 
portant to correct this deformity. In recent fractures 
it may be possible to do this under anesthesia by sim- 
ply molding the bone with the fingers or by the use 
of the fist with the foot resting on a sandbag. In 
the more difficult cases a mallet with a felt pad over 
the os calcis may be used or if desired a clamp of the 
Boéehler type. The reduction of this deformity should 
be sufficient to permit a free range of movement at 
the subastragaloid joint for one can not expect more 
lateral movement to develop at a later date than is 
obtained at the original reduction. In old cases where 
union has already occurred and this deformity has not 
been corrected, it can be relieved somewhat by an 
operative procedure and removal of a certain portion 
of the bone. Once the broadening has been reduced, 
excessive callus formation can be best guarded against 
by early movement without weight bearing. In many 
cases of fracture of the os calcis, execution of the 
lateral movement through the full range can be com- 
menced at once. In cases where the fracture is badly 
comminuted a short period of fixation without move- 
ment may be desirable, but even in the more severely 
comminuted cases, movement can frequently be started 
in ten days or two weeks without weight bearing. 
Early inversion and eversion of the foot are nearly 


*Take laterals with the patient lying with the outside of the 
foot on the plate, then turn the patient on the stomach with 
both feet together and with the feet dorsally flexed as far as 
possible, put the casette on the soles of the feet and angle the 
ray at 50° going through the tendon of Achilles toward the 
soles of the feet. 
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as important, I believe, in fractures of the os calcis 
as abduction of the arm is in the treatment of frac. 
tures of the tuberosity of the humerus. 

Flattening of the os calcis is frequent. This may 
be corrected in many cases by mere manual manipula. 
tion, drawing downward on the posterior portion of 
the os calcis while pressure is exerted over the sole 
of the foot either with the hand or some more solid 
object. Slight flexion of the knee during this procedure 
tends to relax the tendon of Achilles. In recent frac. 
tures where no shortening of the tendon of Achilles 
has occurred, it has been my experience that there has 
been very little tendency for the tendon to contract 
and reproduce the deformity during the short period 
necessary for early bony union to occur. Slight flexion 
of the knee during the reduction and during the period 
of healing is usually sufficient to prevent this complica- 
tion. In cases where manual correction of this de- 
formity is not possible, tongs may be inserted into the 
os calcis, the deformity reduced by traction, the tongs 
removed and a sterile dressing applied. A pin passed 
through the os calcis or anterior to the insertion of 
the tendon of Achilles serves the same purpose. Where 
there is a considerable flattening of the os calcis and 
a tendency for the deformity to recur, it is sometimes 
possible after correcting the deformity to gently im- 
pact the fracture and thus prevent recurrence. In an 
occasional case, operative lengthening of the tendon 
of Achilles may be necessary in order to correct the 
deformity. In the more difficuult cases traction may be 
applied by passing a pin through the os calsis or by 
fixation in plaster with a pin through the os calcis or 
with two pins as described by Béehler, one through 
the os calcis and the other through the tibia. There 
are obvious objections and hazards to inserting a pin 
through the fractured os calcis. 

Position may be maintained by temporary support 
with plaster, either in the form of a cast or molded 
splint or in a Pott’s splint depending on the serious- 
ness of the fracture. In those cases where early move- 
ment is possible a removable support allows the foot 
to be put through the movements of inversion and 
eversion several times a day. Movement should be 
commenced as soon as possible and weight bearing 
with proper support of the arch when sufficiently firm 
union has developed. 

In fractures of this type, attention must be given 
to the position of the posterior fragment as lateral 
or internal angulation may lead to faulty weight bear- 
ing, inversion or eversion of the foot. Comparative 
views of the two bones are of great importance. 

An occasional fracture of the os calcis is sufficiently 
bad to warrant operative exposure and reduction of 
the fragments and treatment by impaction or other 
methods of fixation, usually accompanied by lengthen- 
ing of the tendon of Achilles. In old cases where firm 
union has been established, the removal of excessive 
callus, especially beneath the external malleolus, may 
be beneficial. In some badly comminuted fractures, 
immediate subastragaloid arthrodesis is indicated. In 
a certain group of cases that remain painful with use, 
obliteration of the subastragaloid joints improves the 
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usefulness of the foot. Radical procedures are, how- 
ever, not frequently necessary if a reasonably good 
correction of the deformity is obtained and early move- 
ment commenced. 

In summary, a few fractures of the os calcis are 
relatively simple and require comparatively little treat- 
ment except protection. Some fractures are sufficiently 
serious to justify a method as elaborate as the so- 
called Boehler method, an operative correction, or a 
subastragaloid arthrodesis. The majority of the frac- 
tures, however, will give fairly good results if proper 
reduction is effected, early movement instigated and 
proper support provided through the early stages of 
weight bearing. 





FRACTURES OF THE NECK OF THE FEMUR* 
E. A. Regnier, M.D. 


The subject assigned to me well lends itself to 
periodic review. The limited time allotted for this 
topic permits only a brief outline of the fundamentals 
in diagnosis and treatment of fresh fractures only. 

The Whitman method of treatment has proven so 
efficacious that it is now recognized by surgeons the 
world over. Any departure from the Whitman method 
is usually aimed at shortening the convalescence. Other 
methods, whether by open operation or internal fixa- 
tion, accomplish only a reduction and involve much 
risk. 

In the past we have been much concerned with fac- 
tors which influence bony union, 1¢., constitutional 
disease, age, joint fluid, absorption of bone, etc., to the 
degree that they have almost become mental hazards. 
These are all factors to weigh carefully and console 
one in an hour of adversity but the real crux of the 
situation is accurate reduction and fixation. Given 
an accurate reduction and fixation, all fractures should 
heal. 


A. W. George and R. D. Leonard have focused our 
attention on the importance of lateral views of frac- 
tured necks of femurs and this has contributed most 
valuably to our present treatment. It is the purpose 
of this presentation to show, by slides of a series of 
cases at the Minneapolis General Hospital, how lateral 
views of these fractures have enabled us to obtain 
much more accurate reduction, better end-results and 
shortened convalescence. Failure of complete and ac- 
curate reduction of the neck of a femur can be proved 
by lateral views together with stereoscopic anterior- 
posterior views but by neither view alone. 


To accomplish a reduction of an intracapsular frac- 
ture certain conditions and equipment are necessary. 
In the first place, the fracture must be recent, in 
other words one not more than a few days old, 
ten at the most. Secondly, suitable x-rays must be 
available included a curved cassette; thirdly, proper 
anesthesia; and fourthly, a Hawley table, plaster, 


Extracts from paper to be published elsewhere. 
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padding and other essentials to insure proper and com- 
fortable fixation. 

Our experience has taught us that a low bilateral 
spica is preferable to the unilateral spica. This plaster 
is applied from the toes up to and including the pelvis 
and the fractured side and from the knee on the good 
side. This type of plaster allows for more freedom 
of motion of the body and permits the nursing staff 
to turn the patient or to prop him up almost to a 
sitting position. This type of plaster immobilization 
prevents any tilting of the pelvis and still permits 
much activity for the patient. It is essential that 
plasters fit quite snugly. In the event of marked 
muscular atrophy and shrinking of the extremities suf- 
ficient to have the cast appear loose, it should be 
replaced immediately. Many a perfect reduction is 
lost by an ill fitting plaster after three or four weeks. 

The first maneuver in accomplishing reduction is 
one of traction in slight abduction and flexion of the 
hip. Next the thigh is internally rotated. This is the 
position that most men fail to obtain, «#e., marked 
internal rotation. In my opinion, a marked degree of 
internal rotation is just as essential to success as ab- 
duction. When asked how much internal rotation to 
obtain, the best answer is: to get as much as possible. 
Having produced internal rotation and corrected for 
shortening the thigh is now abducted moderately or 
more, the hip extended and at this stage an attempt at 
impaction should be made. This contribution by Cotton 
is very valuable and should always be tried. Having 
tried artificial impaction, the fracture is ready for 
plaster immobilization, but before this is done an x-ray 
is taken both in the anterior-posterior and lateral posi- 
tions. If the position of the fragments is not as near 
perfect as it is possible to obtain, the fracture should 
be remanipulated until the position is satisfactory. The 
above described double spica is then applied and the 
patient returned to bed and heat is applied to dry the 
plaster. 

The after-treatment of this type of fracture varies 
greatly with different surgeons. We have been keep- 
ing our cases in plaster for twelve weeks heretofore. 
During the past year we have run a series of cases 
which were immobilized a shorter time. In fact we 
have proven bony union in less than eight weeks in 
several instances. It is too early to make positive 
statements but it is my opinion that with our present 
x-ray checkup as to position of fragments after reduc- 
tion, the period of convalescence will be materially 
shortened. 

An x-ray should be taken every ten days to two 
weeks while in plaster. Any deviation from the original 
position calls for correction and change of plaster. 

After the plaster is removed every effort must be 
made to rehabilitate the extremity by physiotherapy, 
heat, massage and active motion, etc. There should 
be no weight bearing before the fourth or fifth month 
and then not without the protection of a well fitted 
caliper. The caliper must be accurately fitted and 
diligently worn for from six to twelve months as the 
case indicates. According to Phemister, there probably 
never would be absorption of the head if weight bear- 
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ing were put off long enough, or what may appear 
to be a dead head will regenerate if protected from 
the strain of weight bearing. An ill-fitting caliper is 
worse than nothing but, conversely, a properly fitted 
caliper is almost as useful as a leg and permits solid 
bone to form while the patient is active. 
with calipers comes 


The error 
them to 
We have seen slipping at the fracture site six months 
after discarding a caliper when the use of it for six 
to eight weeks longer would have prevented the dis- 
placement. 


from discarding soon. 


Passive motion probably does more harm 
than good and should never be used. 


Summary 


Lateral views of fractures of the neck of the femur 
taken with a curved cassette have greatly added to 
the proper reduction of these fractures. 

Operative treatment only accomplishes a_ reduction 
which can be done with more safety by the Whit- 
man method and should be used when the latter method 
fails. 
reduction, checked in the anterior- 
posterior and lateral views, with proper fixation, all 
fractures should unite regardless of age, health or con- 
dition of the bone. 


Given accurate 


A series of lantern slides of fractures of the neck 
of the femur were shown to illustrate various types of 
fractures before and after reduction. 





FRACTURES OF THE UPPER END OF THE 
TIBIA INVOLVING THE KNEE JOINT 


R. C. Webb, M.D. 


Fractures in divided into three 
(1) those in which a good result may be ex- 
pected with conservative treatment and simple equip- 


ment; (2) 


general may be 


classes : 


those which require special treatment or 
special equipment in order to obtain a good result; 
(3) those in which a poor result will be obtained re- 
gardless of treatment or equipment. 

Fractures of the upper end of the tibia involving the 
knee joint occur when a person is struck by an auto- 
mobile bumper at about the knee joint level, is tackled 
in football or receives similar trauma about the knee 
joint, or falls from a considerable height. 

Hemorrhage into the knee joint always occurs with 
fractures. The connective elements sur- 
rounding the joint become thickened, adhesions may re- 
sult in and about the joint, the articular surface of the 
tibia is widened, and the fragments are forced into 
situations. The attachments of the crucial 
ligaments may be disturbed, the semilunar cartilages 
may be injured and fragments of bone may become 
foreign bodies in the knee joint. 


these tissue 


abnormal 


The symptoms produced are swelling of the knee 
joint, pain on motion of the joint and instability and 
weakness. Diagnosis of a fracture of the upper end 
of the tibia is easily made in many cases by inspection, 
but a satisfactory and complete diagnosis can only be 
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made with the x-ray. The diagnostic study of thi 
fracture should be continued with the x-ray until th 
best possible result has been obtained and is assured 
The prognosis in these fractures should always | 
guarded, but the surgeon should understand that actiye 
measures must be carried out to insure a good resy| 
This fracture must be promptly and adequately treate; 
whenever it is found. 

The treatment should begin at the earliest possib 
moment with the application cf a Keller-Blake hinge; 
half-ring transportation splint. “Splint ’em where the 
light.” Collins presented a series of cases treated con. 
servatively with fairly good results. Eliason obtained 
good results in 70 per cent of his cases treated con- 
servatively. Cubbins felt that 50 per cent of the cases 
required something more than conservative treatment 
and presented a method of nailing the fragments to. 
gether. In all cases where the knee joint is swollen 
the joint should be aspirated because of the hemar- 
throsis. 

The great tendency toward limitation of motion oj 
the knee joint calls for early motion during the treat- 
ment. Fixation of the extremity in plaster must not 
be used for too long a time, even in case of a slight 
fracture. A useful joint may eventually be obtained, 
but the period of convalescence will be unnecessarily 
prolonged. The application of suspension and adhesiv 
plaster or skeletal traction permitting early motion will 
bring about good results in many cases. 

Skeletal traction by means of a wire through the os 
calsis and from fifteen to twenty-five pounds of weight 
as indicated, according to the x-ray control of the 
treatment, is very efficient. The extremity can be sus- 
pended in a Thomas splint with a Pearson attachment, 
and the traction ropes may pass over two pulleys at th 
end of the Pearson attachment. Part of the weight 
is allowed to hang directly downward and the other 
rope passes upward and over a pulley directly above 
on the overhead frame. In this manner the traction 
is continuous while the patient is exercising the knee 
joint, and the leg is constantly supported in the hinged 
Pearson attachment. 

We have recently treated five patients with fractures 
of this type by placing a bolt with washers and _ nut 
through the upper end of the tibia from side to side 
The bolt is applied by making incisions and drilling 
through the bone and then inserting the bolt in the drill 
hole and tightening it under x-ray guidance in_ the 
operating room, and then removing the protruding 
portion of the bolt with a bolt cutter and covering the 
two ends by closing the incisions. The patient is then 
returned to bed and placed in suspension as described 
above with or without traction according to whether 
or not there is more than a simple splitting of the head 
of the tibia which would require traction in order to 
maintain position. Early active and passive motion 
under the control of the patient is started at once and 
kept up throughout the treatment. With the fragments 
firmly bolted in place and alignment of the tibia main- 
tained by traction if necessary, there is nothing to be 
lost and much to be gained by early motion. Weight- 
bearing is not allowed until the x-ray shows satisfac- 
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tory healing. In none of our cases has it been neces- 
sary to remove the bolt. 

The accompanying illustrations (Figures 1 and 2) 
clearly show the advantage obtained with the proper 
use of the bolt. 





Fig. 1 (left)—Extremely comminuted fracture of the upper 
end of the tibia involving the knee joint with wide separation 
of the condyles, and the shaft of the tibia driven up between 
the condyles to the level of the lower end of the femur. Be- 
fore treatment. 


Fig. 2 (right)—After the application of skeletal traction com- 
bined with the application of a bolt through the tibial condyles. 
Note that the condyles have been restored to their normal rela- 
tionship and the shaft of the tibia has been pulled distally by 
the skeletal traction to its normal position. 


Conclusions 


Fractures of the upper end of the tibia involving the 
knee joint are potentially serious fractures. 

Prompt and accurate replacement of the fragments 
by either closed or open methods is indicated. 

Early motion and late weight-bearing should be the 
rule in fractures of this type. 

When the fracture is severe the bolting of the frag- 
ments by open operation affords the simplest open 
method of retaining the fragments securely in place 
and permits early motion, thereby assuring increased 
function and shortening of the period of disability. 





PATHOLOGICAL FRACTURES 
R. G. Allison, M.D. 


(By invitation) 


The term “pathological fracture” to most of us im- 
mediately conveys the idea of either primary or meta- 
static malignancy of bone. There are, however, nu- 
merous types of benign tumors and local and systemic 
hore diseases which result in pathological fractures. 

The early recognition of the fact that a given frac- 


tr: 
ure 


is pathological is of extreme importance for sev- 
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eral reasons: (1) that a guarded or unfavorable prog- 
nosis may be given if malignancy is the underlying 
cause; (2) that appropriate treatment may be carried 
out when the bone pathology is non-malignant in 
character; (3) that in metastatic malignancy the pri- 
mary tumor be located if possible. From a medico- 
legal standpoint in liability cases and for the protec- 
tion of the attending physician or surgeon in all cases, 
this is of extreme importance. 

A great number of pathological 
recognized as such early. The underlying pathology, 
particularly early metastatic malignancy, is often so 
slight and so completely masked by the fracture lines 
as to be indistinguishable on the plates. Whenever the 
trauma is slight, or not of a type to produce a given 
fracture, with negative x-ray plates the prognosis 
should be guarded and follow-up plates made. The 
underlying pathology, if slow growing, may not become 
visible until weeks and sometimes even months later. 

Metastatic tumor of bone is often mistaken for 
primary malignancy. This is particularly true of hyper- 
nephroma. This is the one malignant tumor above all 
others which commonly gives a single large 
metastasis resulting in pathological fracture. 

The location of the primary tumor is often difficult 
in metastatic malignancy of bone. metastases 
from carcinoma of the breast and practically all me- 
tastases from carcinoma of the prostate are recogniz- 
able as such on the x-ray plates. 

Giant cell tumor, bone cyst, osteomyelitis, Paget’s 
disease, multiple myeloma, all common causes of 
pathological fracture, usually give typical findings on 
the x-ray plate. 


fractures are not 


bone 


Some 


With the exception of osteomyelitis the occurrence 
of pathological fracture is generally the first symptom 
leading to a diagnosis of the above named diseases. 

Hyperparathyroidism is until a 
The typical x-ray find- 
ings with the associated alterations in the calcium and 
phosphorus metabolism make the diagnosis obvious. 

In conclusion, may I recapitulate. 

1. A single metastasis 
usually hyper-nephroma. 

2. Malignant and benign types of bone pathology 
usually give typical findings in long bones, but are 
extremely difficult to differentiate in the flat bones. 

3. Extensive generalized bone disease is commonly 
unrecognized until a pathological fracture occurs. 

4. Whenever a fracture occurs with little violence 
and the x-ray shows no underlying pathology, follow- 
up plates will usually reveal the pathology weeks or 
even months later. 


seldom diagnosed 


pathological fracture occurs. 


resulting in a fracture is 


PROGNOSIS IN FRACTURES OF THE SKULL 
Arthur A. Zierold, M.D. 
In cases of head injury we are not concerned with 


injury to the scalp nor injury to the bone, but rather 
with the injury to the brain. We have been accus- 
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tomed to estimate the extent of brain injury by sev- 
eral various clinical phenomena until a veritable for- 
mula has developed, which has existed unchanged for 
a number of years. Recent studies in the clinical be- 
havior of patients with head injury together with 
studies of the late effects as well as extended and de- 
tailed post-mortem examination suggest that some of 
the signs which we have considered in the past as 
prima facie evidence of brain damage can no longer 
be safely considered as such. No new evidence of 
value has been added in recent years, but there ap- 
pears to be a general disposition on the part of the 
profession to revalue the findings in head injuries in 
order to make a more accurate estimate with regard 
to prognosis and to form a basis for logical and suc- 
cessful treatment. 
nature of the head injury presents some evidence by 
which we may in a general way estimate the probability 
of brain damage. That is to say, the presence of skull 
fracture is of importance inasmuch as it is evidence of a 
severe injury to the cranium and as might be logically 


It goes without saying that the 


expected a severe injury more frequently is followed 
by brain damage than not. 

The one outstanding constant and specific evidence of 
brain dysfunction is unconsciousness. Unconsciousness 
immediately following a head injury is prima facie 
evidence of the presence of brain damage, but not 
necessarily evidence of the severity of the damage. 
The length of time over which unconsciousness per- 
sists is, however, not only evidence of an extensive 
brain damage, but is also evidence of its severity. To 
make this somewhat clearer, it is quite possible to sus- 
tain a severe laceration of a portion of the brain with- 
out an attending period of unconsciousness. On the 
other hand it is not possible to have even a minor 
degree of brain damage without unconsciousness, pro- 
viding it has involved the greater portion of the brain. 
At this point it is well to note that unconsciousness 
itself must be differentiated from aphasia, inasmuch as 
aphasia is evidence of localized cortical damage and is 
not true unconsciousness. An unconscious indivicual 
will not respond in a purposeful manner to any stim- 
ulus, whereas an individual with an aphasia will re- 
spond usually with some purposeful movement. 

Any irregularity in the period of unconsciousness is 
not so much evidence of the extent of brain damage as 
the evidence of recurring hemorrhage and increased 
intracranial pressure. The best example is the period 
of unconsciousness following the free interval which 
obtains in head injury attended by rupture of the 


middle meningeal artery. The late occurring period 


of unconsciousness is not evidence of brain damage, 
but merely evidence of increased intracranial pressure. 
Delirium and disorientation if persistent and following 
a period of unconsciousness are usually evidences of ex- 


tensive brain damage. For a long time vomiting has 
been considered evidence of brain damage. In my ex- 
perience vomiting is of no value as an index to brain 
damage. It occurs as frequently in trivial injuries as 
it does in severe ones and unless it occurs late in the 
course of observation it is of no importance. When, 


however, it does occur late it is not an evidence of 
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brain damage, but rather evidence of sudden increased 
intracranial pressure. 

One of the outstanding signs of brain damage with 
a serious prognosis as to life is incontinence; usually 
bladder incontinence. When this occurs the outlook ‘. 
grave. It is usually the evidence of extensive and 
severe damage to the substance of the brain. 

In the past the eye signs have been carefully ob- 
served and considered of prime importance. This, in 
the light of recent experience, is only in part true. 
The pupillary reflexes are of little value in estimating 
the extent of brain damage. If, however, there is fixa- 
tion of the eyeball and also fixation of the pupils, this 
combination of events is usually evidence of extensive 
brain damage. The degree often depends upon the 
persistence of these signs. Conjugate deviation of the 
eyes is usually evidence of localized cortical damage 
and not the evidence of extensive brain injury although 
it may appear with hemorrhage into the ventricle. 
Examination of the fundi is done routinely by many 
men, but is probably of the least value in determining 
the extent or severity of brain damage. When papilla- 
edema does occur it is evidence only of increased intra- 
cranial pressure, which in itself is not evidence of brain 
damage. Monocular disturbances either of the pupil 
or of the extra-ocular movements, are not important 
signs of brain damage, but rather the evidence of 
peripheral third or sixth nerve injury. 

In the past much stress has been laid upon the evi- 
dence presented by spinal puncture. The finding of 
blood in the spinal fluid is common to many cases of 
head injury and in itself is only evidence of hemor- 
rhage. It is not evidence of severe or extensive brain 
damage. Likewise, the intraspinal pressure is not a 
matter of grave concern. It is possible to sustain a 
severe injury to the brain without this being attended 
by a marked rise in intraspinal pressure and likewise it 
is possible to have a trivial injury to the brain at- 
tended by a marked rise in intraspinal pressure. Ab- 
normal intraspinal pressure is the evidence of hemor- 
rhage either without the dura or beneath the dura or 
in the substance of the brain. It is not in itself evi- 
dence of brain damage. This is contrary to the usual 
teaching but is the result of a carefully studied series 
at the Minneapolis General Hospital and is the opinion 
of several men such as Richie of London, Connors of 
New York and others. 

It is also the custom to make careful and persistent 
studies of the pulse and blood pressure. Examination 
of a large number of records carefully made follow- 
ing head injury shows that variations in pulse and blood 
pressure are not evidences of brain damage, but rather 
evidence of intracranial pressure. Furthermore, it is 
only when the intracranial pressure approximates that 
of the blood pressure that there is any marked and 
definite change in the pulse rate or in the blood pres- 
sure. This occurs in our experience in only about 1 or 
2 per cent of the cases. The terminal rise of pulse 
and drop of blood pressure is the evidence of impend- 
ing death which is common not only to brain damage 
resulting from head injury, but also to the nervous 
exhaustion terminating other diseases. Inasmuch as it 
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occurs only a short time before death and is really 
part of the terminal state it cannot be considered as 
one of the early signs in estimating brain damage. 

Alterations in the respiratory rate and depth are of 
a great deal of value as evidence of medullary damage, 
particularly in the absence of increased intraspinal pres- 
sure. Of the clinical signs which may have to be ob- 
tainted from examination of a chart, respiratory dis- 
turbances may be taken as evidence of serious brain 
damage. This is particularly true if cyanosis is pres- 
ent. This is also true with regard to the temperature. 

A marked and persistent rise of temperature is one 
of the best signs of extensive brain damage. This is 
usually attendant upon hemorrhage into the substance 
or hemorrhage into the ventricle. 

The neuromuscular signs such as paralysis, spasticity 
and disturbed reflexes present little of value directly 
following a head injury. At this time these cannot be 
taken as evidence of the extent or severity of the 
brain damage. After a lapse of several days the per- 
sistence of paralysis or spasticity is of considerable 
value as evidence of localized brain damage. 

Briefly then the outstanding criteria in the estimate 
of brain damage are: unconsciousness, incontinence, 
respiratory irregularity, and persistent fever. 





FRACTURED VERTEBRZ 
W. D. White, M.D. 


Fractures of the spine are of importance for two 
reasons: (1) because of the effect the injury may 
have on the spine as a supporting structure; and (2) 
because of possible injury to the spinal cord. You 
will recall that the spinal cord is protected by the 
bony ring of the vertebra, by dura and by the cerebro- 
spinal fluid. 

It is self-evident that, as results depend on correct 
treatment, recognition of the lesion is of paramount 
importance. Hence it is advisable to emphasize again 
and again the need for examination of the spine after 
an accident. This is true not only when direct blows 
to the spinal column have occurred and spinal injury 
is apparent but also after what might appear to be a 
less serious accident, or when less direct injury to 
the spine seems evident. I refer to such incidents as 
falls upon the buttocks, objects falling on the head 
or shoulders when the body is in a bent-over position, 
etc. Associated injury may absorb so much attention 
that a fracture of the vertebre may be overlooked. 
This has been known to occur when a patient is hit by 
an object, receiving a fracture of the neck of the 
That injury, being apparent and serious, re- 
quires considerable attention and a compression frac- 
ture of the vertebrae may be overlooked. 


femur. 


Fractures with Cord Injury 


Fortunately, injury to the cord is frequently easily 
recognized by the presence of areas of anesthesia, 
muscle paralysis and other features of nerve trauma. 

Practically all clinicians agree that injury to the 
cervical spine is very apt to be associated with cord 
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injury and that the mortality in these cases is high. 
Moreover, the injuries to the cervical spine as a group 
constitute a large percentage of the fatal cases. 
Simon® reported during a certain period on 130 cases 
of injury to the vertebra, fifty-one (37.6 per cent) being 
to the cervical vertebre, and of these, twenty-seven 
had cord involvement. Of these twenty-seven cases, 
twenty-two (81.5 per cent) died. Kessler? points out 
that above the level of the fourth cervical vertebra 
injury is usually fatal either immediately or within six 
days. He further states: 

“Below the fourth cervical vertebra: Lesions of the 
fourth to the eighth cervical vertebre involve the upper 
extremity. If not fatal the paralysis or sensory dis- 
turbances that result from the cord lesion may be ap- 
praised after an intervening period of six to eight 
months on the basis of the physiological composition 
of that extremity, viz—loss of motion, strength and 
coordination.” 

“Injuries to the cord in the dorsal region may result 
in paralysis of the abdominal muscles, bladder, rectum, 
and both lower extremities. 

“Lesions below the first lumbar vertebra cause in- 
jury to the cauda equina with paralysis of feet and 


peronei, loss of sphincter control and anesthesia of the 
buttocks and genitals.” 


Fractures without Cord Injuries 


Fracture may occur to the neural arches, articular 
facets, transverse processes and spinous processes. 
Fracture of the neural arches, the articular processes 
and the spinous processes generally occur from direct 
violence and cord injury may or may not complicate. 

Fractures of the transverse processes may occur as 
a result of indirect violence and more particularly of 
muscular action or force, and occur most frequently in 
the lumbar region. If not associated with other frac- 
tures the incapacity is usually only temporary. It is 
wise not to emphasize the importance of this fracture 
to the patient and not to speak of it as a broken back. 
Many of these cases may be treated ambulatorily. De- 
termination of the prognosis in this type of injury 
will be influenced by such factors as age, general con- 
dition of the patient, etc. 


Fractures of the Vertebral Bodies 


We are especially concerned with treatment and re- 
sults of fractures of the bodies of the vertebra. It is 
in this group of cases where there may be the greatest 
difference of opinion. There has been some tendency 
to modify the classical treatment. 


In the cervical region cord injury is apt to be pres- 
ent. If it is not, the deformity may be corrected by 
manipulation and traction followed by immobilization 
and support. 


In the thoracic region the final result often is greatly 
influenced by early recognition and treatment. Davis,’ 
in 1925, emphasized the importance of reducing the 
compression by manipulation. For this the patient is 
anesthetized, placed on a table with his face down, 
the ankles padded and a rope placed around the ankles 
and the legs raised towards the ceiling by means of 
this rope and a pulley, thus hyperextending the back. 
At the same time pressure can be applied to the site of 
fracture. A plaster jacket is then applied and the cor- 
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rected position thereby maintained. Other maneuvers 
have been utilized to accomplish this reduction of com- 
pression by hyperextension. 

Jones* of Liverpool administers a sedative hypoder- 
mically but no anesthetic is given. The patient is placed 
face downward with his thighs resting on one table 
and arms and shoulders on another slightly higher 
table. The body sags between the tables and hyper- 
extension results. A plaster jacket is then applied 
around the hips and well up on to the trunk. Other 
men have described other procedures such as placing 
the patient’s back across a sheet held between two 
men and allowing the weight of the extremities of 
the body to bend the spine backwards. I believe most 
men who attempt to treat these fractures will agree 
as to the advisability of reduction of the compression. 
There is, however, quite a wide variation in the 
opinions of these men as to the length of time the 
back should be immobilized and there are other differ- 
ences in the management. Many surgeons follow the 
plan of having the patient wear a plaster cast for three 
months, a brace of the Taylor type three months, day 
and night; for the next three months the brace is 
worn daytime only, and then it is discarded. The pa- 
tient returns to work usually at the end of a year 
from the time of the injury. There is now a great 
tendency to modify this plan as just stated. It is 
quite possible that, where a compression is well re- 
duced by some such procedure as mentioned above, a 
cast could be safely removed at an earlier date. Some 
men, including Watson Jones,” allow an individual with 
a compression fracture of a dorsal or lumbar body 
which has been reduced, to be up and about in ap- 
proximately ten days, provided a snugly fitting jacket 
is worn. The plaster is worn for four months. A 
light brace is used following its removal and the pa- 
tient may be allowed to return to work in six months. 
Jones reported seven cases of recent fracture treated 
by this method. In one of these the fracture had 
occurred three and a half weeks previously and was 
complicated by paraplegia and urinary tract infection. 
This patient died of uremia four weeks later. In the 
other six cases reduction was completely successful. 
Anatomical reposition of the compressed vertebra was 
secured, with a normal range of movement. 

H. E. Mock* of Chicago reduces the compression 
fracture gradually by hyperextending the patient on 
an adjustable Bradford frame, employing opiates for 
a few days as necessary. He uses a plan whereby a 
patient is turned over on the abdomen for a short time 
each day after the fourth day. The back is kept hyper- 
extended. Physiotherapy in the form of heat and gentle 
massage is begun at once. The plaster jacket is applied 
at the end of three weeks and is removed at the end 
of eight weeks from the date of injury. He claims 
most of his patients return to work in from twelve to 
sixteen weeks. He is very insistent that no brace be 
used. He uses heat and massage and exercises before 
and after the cast is applied. He emphasizes the fact 
that the spine is made up of numerous joints and two 
large sacroiliac joints adjacent to it, and that immo- 
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bilization of these joints is very apt to cause stiffness 
with: subsequent disability. 

The condition known clinically as Kiimmel’s disease. 
which is an aseptic necrosis and cancellous bone, may 
follow back injury. It is the fear of this change that 
has frequently caused surgeons to use prolonged im- 
mobilization. This condition, however, is rare. 

There is good reason to believe that, if a compres. 
sion fracture of the body of a vertebra is recognized 
and treated with proper and sufficient immobilization, 
aseptic necrosis or Kiimmel’s disease will not follow. 
As Jones’® points out, a slight compression may occur 
and be shown in x-ray. It is reduced and there may 
be great difficulty in demonstrating the injury in a 
post-reduction radiogram. Therefore, a compression 
of the cancellous bone may occur and be reduced by 
manipulation or otherwise. An x-ray examination is 
made and no fracture is found. The individual is not 
given support to his back; he continues to complain 
of pain. He is x-rayed again later and an area of 
necrosis is found and Kiimmel’s disease is said to have 
developed. The belief in becoming more widespread 
that, if the compression is corrected, a shorter time of 
immobilization may be allowed. 


Conclusions 


A summary of the situation may be stated somewhat 
as follows: 

Given a compression of a body of a dorsal or lum- 
bar vertebra, early ambulatory treatment may be al- 
lowed if two conditions are fulfilled: 

1. Complete correction of the compression. 

2. Adequate support, i.e., immobilization by means 
of a properly fitting plaster jacket which maintains the 
hyperextension. 

The length of time necessary to wear the plaster 
jacket may vary with different patients but it is my 
opinion that with compression to any degree about 
four months support is required. This agrees with the 
teaching of Watson Jones. Jones would also prescribe 
a brace for about two months. Mock of Chicago would 
have his patients wear the plaster about half. that 
time and use no brace. 

In further conclusion I wish to say that I have tried 
to find statistics put out by men who have treated a 
large number of these fractures with the idea of cor- 
relating, if possible, the final result: first, with the type 
of treatment; second, whether or not a correction of 
the compression was accomplished; third, the length 
of time that the spine was immobilized; fourth, whether 
or not a brace was used; fifth, the length of time the 
individual had to remain away from work; and sixth, 
the percentage of permanent disability. Reports of this 
type are surprisingly rare. In fact, I could find no 
report that gave exactly these features. One thing 
seems quite certain—that the healing period and the 
percentage of permanent disability appear to differ in 
compensation cases and private patients where no 
medico-legal problem is involved. 
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FRACTURE DISLOCATION OF THE 
SHOULDER 


George D. Eitel, M.D., F.A.CS. 


Dislocation of the shoulder complicated by a fracture 
of the upper third of the humerus is an injury that 
demands prompt and accurate treatment. Physical ex- 
amination presents the appearance of a dislocation in 
addition to marked swelling and discoloration in the 
region of the upper third of the arm. A large hema- 
toma may be present and this should make one strongly 
suspicious that a fracture is present. Palpation reveals 
increased muscle spasm and any attempt to manipulate 
or examine the shoulder is accompanied by severe pain 
atid the presence of crepitus unless the fracture be im- 
pacted. The head of the humerus will not rotate with 
the shaft. 

The mechanics of the causation of this type of injury 
is usually a direct force which is applied to the upper 
third of the humerus with the arm in abduction and 
the edge of the glenoid cavity or the acromium process 
acting as a fulcrum. The dislocation is first produced 
and if the force is continued a fracture follows. 

Dr. Scudder stresses the point that care must be 
exercised in reducing a simple dislocation so that a 
fracture of the humerus is not produced during the 
manipulation and reports fifty-nine cases of fractures 
which resulted during this procedure. 

X-ray pictures of this type of injury are of great 
importance and should be carefully interpreted by a 
capable roentgenologist. Stereoscopic plates, if obtain- 
able, are to be preferred although a flat plate will do 
providing detail is present. Many times the attending 
surgeon examines the x-ray plate, notes the fracture 
and displacement of fragments, but entirely overlooks 
the dislocation of the humeral head. The fracture is 
perhaps treated with more difficulty than the average 
case. Further x-rays are taken to follow the progress 
of the fracture when the dislocation is discovered, but 
here I emphasize the importance of a trained roent- 
genologist who will examine the plate with you at the 
start. If a roentgenologist is not available, the surgeon 
should assure himself that no dislocation is present 
before he proceeds. 

How often does fracture dislocation occur? Meyer- 
ding recently reported 114 fractures of the humerus. 
Sixty of these were of the upper end of the humerus, 
and of these, ten were fracture dislocations, or one 
in six. Roberts recently reviewed ninety-six cases of 
fracture of the upper end of the humerus from the 
Massachusetts General Hospital and of these, thirteen 
were fracture dislocations or a ratio of about one in 
seven, 
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Any type of fracture of the upper third of the 
humerus may accompany a dislocation and in the order 
of their frequency are: 

Fracture of the greater tuberosity. 
Fracture of the surgical neck. 

Fracture of the anatomical neck. 
Separation of the upper humeral epiphysis. 
Fracture of the glenoid of the scapula. 


ween 


Fracture of the Greater Tuberosity 


Fracture of the greater tuberosity is the most com- 
mon and causes little difficulty in reduction. Cubbins 
surveyed 155 cases of fracture of the upper end of the 
humerus and found twenty-eight cases of a fractured 
greater tuberosity with ten of them associated with 
a dislocation. With careful reduction of the dislocation 
the greater tuberosity is usually accurately approxi- 
mated to the humeral head and is maintained by ab- 
duction of about forty-five degrees. Early massage 
is of great value and active motion at two weeks aids 
in reducing the prolonged disability due to immobiliza- 
tion. Open reduction of this type of fracture is never 
indicated. 


Fracture of the Surgical Neck 


Of 122 cases collected in the literature by Lyman, 
seventy-three were of this type. There has never been 
a standard type of treatment for this injury. Pasicrates 
in 50 B. C., in describing the injury, stated that he 
preferred to reduce the dislocation and then allow 
union of the humerus. Aristan, on the contrary, 
thought union should take place first. These two meth- 
ods of treatment have always existed. Some cases have 
been reported where an effort was made to prevent 
union and thus establish a false joint at the seat of the 
fracture and others have taught that all heads must 
be excised, and others, that open reduction should be 
resorted to in all cases. The consensus of opinion to- 
day is to reduce the dislocation first and then treat 
the fracture. ‘ 

The principal steps in the treatment of this injury 
are abduction, traction, and countertraction with press- 
ure in the axilla. Care must be exercised so that the 
axillary vessels and nerves will not be injured. The 
sooner reduction is attempted after the injury the easier 
it is accomplished. A fracture closer to the head 
of the humerus is more difficult to reduce than one 
closer to the shaft because of the absence of mus- 
Bardenheur, in 1886, established 
the fundamental fact that traction on the lower frag- 
ment in fractures of the upper end of the humerus 
is transmitted to the upper fragment through the un- 
torn periosteum and the tendon of the long head of 
the biceps muscle. So with the periosteum, muscles, 
and tendons, we are able to effect traction on the 
head and reduce it. 

In 1929 we were confronted with a case of a badly 
comminuted fracture of the surgical neck which did not 
respond to the usual abduction treatment with trac- 
tion. We then devised a method in which we used 
the Hawley table by bringing the traction bars, which 
are usually used to effect leg traction, to right angles 


cular attachments. 
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to the table. In this way we obtained screw traction 
on the padded forearm in one direction and counter- 
traction by means of a swathe around the body which 
is fastened to the opposite extension bar. The patient 
was given ether and when anesthesia was complete 
the screw traction was begun. We also placed a 
swathe around the upper end of the humerus close to 
the axilla. An assistant applied continuous traction. 
With these three forces the dislocation was reduced 
with comparative ease, following which the usual treat- 
ment for fracture was instituted. 

Now let us see what the other school taught, that is, 
allowing the fragments to unite in the position of dis- 
location and attempt closed reduction or do an open 
reduction. The adhesions and scar tissue are usually 
so firm that the procedure results in either failure to 
reduce the dislocation or refracture the neck in at- 
tempting to do so, and frequently both. 

In 1928 we had a case in which the patient, aged 75, 
had multiple fractures along with a fracture of the 
surgical neck of the humerus. A splint with traction 
was applied and three days later while checking the 
position of the fracture, a subglenoid dislocation of 
the head was noted. All methods were unsuccessful in 
effecting a reduction so it was thought best to let 
union take place, and then effect reduction. Four and 
one-half months later the fracture was healed and an 
open reduction done to reduce the dislocation. In this 
procedure we produced another fracture of the surgical 
neck and had to remove the entire head. 

From this case we have learned that every effort 
should be made to reduce the dislocation within the 
first ten days and then treat the fracture. If it is 
not accomplished, open reduction is indicated and the 
head should be replaced. Removal of the head should 
not be done because the functional results are bad due 
to destruction of the muscle attachments. 


Fracture of the Anatomical Neck 


These fractures associated with dislocation were 
present in twenty-eight of the 122 cases in Lyman’s 
series, seventy-three of which were in the surgical 
neck. They are more difficult to reduce and the same 
procedure should be followed as with surgical neck 
fractures. If not accomplished by closed reduction, 


operation should be done. 

Rechtman, of San Francisco, urges replacement of 
the head rather than excision even though the humeral 
head is entirely detached from the soft tissues and 
therefore from its blood supply. Most other authorities, 
including Dr. Kellogg Speed, with whom I discussed 
this subject this past Saturday, says that all heads in 
this type of injury should be removed and the proximal 
end of the humerus placed in the glenoid fossa. Early 
active motion should be instituted and a good functional 
result is usually obtained. 

In old people sometimes it is better judgment to 
allow the dislocated head to remain in its position 
providing there is no pressure on the axillary nerves 
or vessels. In this case early passive motion should 
be instituted to prevent muscular atrophy and bony 
union to the lesser tuberosity. 
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Separation of the Epiphysis 


The accurate reduction of epiphyseal separation ac. 
companying dislocation is most important because most 
of the growth of the humerus takes place at the upper 
end. This occurs only in patients under twenty years 
of age, at which time the epiphysis has usually united 
with the shaft. Closed reduction should be tried first 
according to the outlined method and, if not accom. 
plished, open reduction should be done, and the head 
always replaced. Early motion should be instituted. 


Conclusions 


In this paper I have emphasized the importance of 
the early recognition and treatment of dislocation of 
the shoulder complicated by fracture of the upper end 
of the humerus and urge that the dislocation be treated 
promptly and conservatively by means of abduction 
traction and countertraction by the use of a Hawley 
table. If unable to reduce after one week, open opera- 
tion must be done. In surgical neck fractures the head 
should be replaced in the glenoid cavity and in ana- 
tomical neck fractures, the head should be removed, 





THE TREATMENT OF FRACTURES OF THE 
LOWER END OF THE HUMERUS 


Orwood J. Campbell, M.D., Ph.D., F.A.C.S. 


Fractures of the lower end of the humerus are of 
particular importance because of their influence on the 
future function of the elbow joint. In the interest of 
a good functional result, perfect anatomic reduction is 
of the greatest importance. Recent literature indicates 
a growing appreciation of this fact and open reduction 
is being more and more frequently resorted to when 
the best effort with the closed method leaves the frag- 
ments imperfectly approximated. 

There are considerable differences in the mechanism, 
types and prognosis of these fractures in children as 
compared to adults. 

The treatment, however, is much the same for both 
children and adults, and, despite the desirability of 
considering each separately, they are here considered 
together because of limited time. 


Supracondylar Fractures, Dicondylar Fractures, and 
Separation of the Epiphysis as a Whole 


Supracondylar fractures are the most frequently en- 
countered of all fractures of the distal end of the 


humerus. Two varieties are described: the extension 
type, in which the plane of the fracture line runs ob- 
liquely backward and upward; and the flexion type, 
in which the obliquity is backward and downward. 
The former type greatly predominates and is accom- 
panied by a characteristic backward displacement of the 
distal fragment, with prominence of the elbow and 
apparent shortening of the forearm. In children, the 
obliquity is less marked but the displacement is the 
same. There may be variable degrees of medial or 
lateral displacement associated with either variety. 
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Dicondylar fractures are intracapsular, traverse the 
olecranon fossa, and occur only after fusion of the 
Separation of the whole 


epiphyses. epiphysis as a 


usually occurs only in the very young before the de- 





without 


fracture 
mechanism 0 
production and shows the position which must be secured by 
traction and hyperextension before reduction by flexion. The 
reduction is maintained by only moderate flexion. 


type of supracondylar 
This illustrates the usual 


Fig. 1. Extension 
wide displacement. 


velopment of separate ossification centers. They are 
included here since the treatment is the same as that 
ised for supracondylar fractures. 

Flexion of the elbow has been so frequently men- 
tioned that a discussion of the treatment may well be 
prefaced by the admonition that the act of flexing the 
elbow does not accomplish reduction but is used solely 
n order to maintain a reduction already secured. 

Such 


emerge ncies 


surgical 
and, limit the 
swelling and give a higher percentage of satisfactory 
when treatment is delayed. 


fractures are to be considered as 


when treated promptly, 


primary reductions than 
Except in the most extreme degrees, the best treatment 
ior the swelling is reduction. 

fracture should always be done 
anesthesia (local for adults, general for chil- 
dren), and may be accomplished by the following ma- 
neuvers : 


Reduction of the 
under 


1. Traction on the forearm or condyles with the 
entire extremity in external rotation. 

2. Slight hyperextension. 

3. Manipulation of the distal fragment into position. 

1. Correction of any medial or lateral displacement. 

5. Flexion of the forearm on the arm. 

Satisfactory reduction aims to preserve the proper 
forward tilting of the axis of the articular surface with 
respect to the axis of the shaft and the avoidance of 
the “gun stock” deformity or loss of the carrying angle 
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which results when medial displacement of the distal 
fragment is not corrected or when medial rotation of 
the distal fragment is allowed to occur. Cotton and 
others have called attention to the fact that the shaft 





Roentgenogram of a supracondylar fracture in which 
The sharp edge 
of the lower end of the humerus is not the anterior but the 


Fig. 2. 
medial rotation of the fragment has occurred. 
medial margin of the shaft. Such displacement may occur after 


satisfactory reduction when the flexed extremity is swung across 
the chest in the Jones position. 


of the 
rotation, and that the reduction should be accomplished 


humerus is maintained in moderate external 


in this position, if some relative internal rotation of 
the distal fragment is to be avoided. It seems to be 
impossible to over-correct by external rotation. 

Traction therefore should be made with the ex- 
tremity in external rotation until overriding has been 
overcome. A hyperextension will 


slight degree of 


enable the distal fragment to be slipped into place and 
lateral or medial displacement corrected. 


then be 


The position 
flexing the forearm, in 


which position the insertion of the triceps tendon is 


may maintained by 
anterior to the axis of the humerus and the fragment 
is held displacement is 
prevented by the tense expanded portion of the triceps 


snugly in place. Backward 
tendon. 

The degree of flexion required to hold the distal 
judgment, 


fragment in place is purely a matter of 


and is limited by the amount of swelling about the 


elbow. Most fractures are held by a moderate amount 
of hyperflexion. Extreme hyperflexion is rarely re- 
\ safe rule is that of Key and Conwell, to 


flex until the radial pulse is lost and then extend past 


quired. 
the point where it returns. The patient should then be 
kept under close observation for twenty-four hours. 
The above described method of reduction is essen- 
tially that of Jones, who, after reduction in external 
rotation, then maintained flexion by fastening forearm 
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to arm with adhesive tape or bandage and swung the 
extremity across the front of the chest with the padded 
wrist suspended just below the neck. 

Unquestionably, this method suffices in most cases, 


Fig. 3 (left). Comminuted T fracture. Such a fracture may 
be treated either by open reduction by nailing of the fragments 
or by traction with a Kirschner wire through the olecranon. 


Fig. 4 (right). Lateral view of the fracture shown in Figure 
3. A Kirschner wire has been inserted in the olecranon and 
satisfactory position secured. A good functional result was ob- 
tained in this case with limitation of motion only at the ex- 
tremes of flexion and extension. 


but Eliason has shown that the act of swinging the 
arm and forearm across the chest brings about a 
change in the relation of arm and forearm and may 
result in slipping and internal rotation of the distal 
fragment. 

This danger may be lessened by applying a posterior 
moulded plaster splint to the arm and forearm. After 


the splint has hardened, the extremity may be swung 


across the chest and supported by a bandage or 


swathe. 

Fractures showing a tendency to slip and high supra- 
condylar fractures are better immobilized with the 
flexed forearm maintained in external rotation. This 
is accomplished in a simple manner by including the 
forearm and chest in plaster bandages. 

In the flexion type of supracondylar fractures there 
is a temptation to maintain the forearm in full exten- 
sion. Such a position is undesirable from the stand- 
point of recovery of Anterior and 
posterior moulded splints applied to the extremity with 
ninety degrees of flexion at the elbow will usually 
maintain correct position. 


useful motion. 


The period of immobilization is again a question of 
judgment. Early active motion within the range of 
slight pain and early light massage are highly desirable. 
This may be safely accomplished in some cases as 
early as the tenth day and in others may have to be de- 
layed for three weeks. Rarely should active motion be 
delayed longer than three weeks in the adult. At the 
end of four to six weeks the posterior splint may be 
removed and the forearm supported in a sling. 

Often active motion must be started and maintained 
even though some loss of position is suffered. A per- 
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fect anatomic result is a hollow achievement if it js 
accompanied by a stiff elbow. Passive motion should 
be used with caution and preferably in the later stages 
of healing. Too early and too enthusiastic passive mo- 
tion may produce exuberant callus with bone block 
and restriction of motion. In children, passive motion 
must be delayed four to six weeks because of the 
danger of producing myositis ossificans. 


T-Fractures and Comminuted Fractures 


T-fractures and comminuted fractures may be treated 
by open reduction and fixation in those cases in which 
the fragments are large enough to be fitted and held 
in place. The rustless steel nail with the head left 
close beneath the skin for early removal is probably the 
best method of fixation. 

Badly comminuted fractures are best treated by con- 
tinuous traction with a Kirschner wire inserted through 
the olecranon. In this way early active motion can be 
started while traction is maintained. For the inex- 
perienced surgeon this method may also be used in 
place of open reduction. A crude operation about the 
elbow joint will be disastrous to future joint function 
because of the overproduction of callus. 


Condylar Fractures 


Condylar fractures are next in frequency to the 
supracondylar variety and in children occur almost as 
frequently. The external condyle is most often af- 
fected. In very young children the separation follows 
the cleavage line of the external condyle and enters the 
joint to include capitellum and the external edge of the 
trochlea. In older children the line within the joint 
is the same but the outer margin of the shaft usually 
comes away with the external epiphysis. 

The displacement is usually limited but there may be 
wide separation and there is a strong tendency to rota- 
tion downward, outward, and forward. This displace- 
ment affects the joint surface and in children may re- 
sult in non-union, growth disturbance, and consequent 
valgus deformity. 

Any reduction which is not perfect, jeopardizes union 
or results in excess callus and limitation of motion. 
Reduction by closed methods may occasionally be ef- 
fective, but open reduction with fixation by suture or 
nailing will be found necessary in most cases and is 
recommended by Speed and Macy and others who 
have analyzed their results in cases in which both open 
and closed methods have been used. 


Internal Epicondyle 


Fractures of the internal epicondyle are rare. They 
are best treated by flexion of the elbow and manipula- 
tion. Union is often fibrous but the disability is not 
great. Some permanent weakness. in the extensor group 
may result. For persistence of pain in an ununited 
fracture the fragment may be removed. In certain 
individuals, when strength in the extensor groups is 
important, widely separated fragments which do not 
approximate well should be 
place. 


sutured or nailed into 
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Volkmann’s Ischemic Paralysis 
A discussion of the treatment of fractures about the 
show would be incomplete without mention of Volk- 


mann’s ischemic paralysis, that most dreaded of all 


Fig. 5. Kirschner wire traction through the olecranon. The 
sling is optional and is here used to support a fracture of the 
middle of the shaft of the humerus. 


complications. Formerly attributed to tight splints or 
bandages, Volkmann’s palsy is now known to occur 
most frequently as the result of subfascial hemor- 
thage into the flexor muscles of the forearm. The 
resultant swelling cuts off the circulation and causes 
death of muscle fibers and replacement with connec- 
Scherb aptly points out that, were circular 


constriction the common cause, the extensors as well 


tive tissue. 


as the flexors would be involved. 

The early signs of such an impending disaster are 
most commonly : 

a. Pain radiating into the fingers and made worse 
by passively extending the fingers. 

b. Pallor or cyanosis of the fingers. 

c. Reduction in volume, or loss, of the radial pulse. 

d. Increasing pain after reduction of the fracture. 

Irreparable damage may occur early, so that in cases 
showing the above evidences of circulatory disturbance, 
prompt action must be taken. A longitudinal incision 
on the medial aspect of the elbow and forearm with 


incision of the fascia and drainage of the muscle 
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beyond producing a scar. 
moval of the paster. 
the trouble and will usually require operation. 


planes will prevent further damage and does no harm 


Do not depend on the re- 
Subfascial hemorrhage caused 


Fig. 6. Fracture of the lateral condyle of the humerus. The 
reduction is not perfect. This illustrates about the maximum 
displacement which may be accepted without open operation. 


Conclusions 


1. The ordinary standards for satisfactory anatomic 
reduction of fractures are inadequate when dealing 
with fractures of the distal end of the humerus. 

2. Perfect anatomic reposition of fragments should 
he the objective. 

3. In certain types, such as condylar fractures, accu- 
rate reduction is important enough to warrant open 
reduction and fixation of fragments. 

4.° Complications should be watched for and im- 
mediately and effectively treated. 


FRACTURE DISABILITY ESTIMATION 
Harvey Nelson, M.D. 


Time does not permit a very detailed discussion of a 
subject which requires such treatment to be of much 
practical value. I shall endeavor to explain as simply 
as possible what some of the fundamental compensation 
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laws are that govern our estimation of disability, to 
outline a simple procedure for arriving at fairly con- 
stant percentages of disability, and, finally, to indicate 
what some of the basic values of function are in vari- 
ous joints or integrals of extremities. 

It is surprising that the profession as a whole has 
so little conception of definite values of disabilities in 
fractures. It repeatedly occurs that one physician, for 
example, will make an estimate of disability of 75 per 
cent and another of 10 or 15 per cent. A certain 
amount of variance of course, justifiable as a 
matter of opinion or as a matter of mathematical 
error. However, examination made with any reason- 
able understanding should not vary more than 10 per 
cent except in exceptional or complicated cases. The 
ability to estimate permanent disabilities serves the 
further purpose of mathematically evaluating the end- 
result that has been obtained and brings to an interest- 
ing and concrete conclusion the end-result of any 
particular fracture. 


is, 


I would like to express a word of caution—that, 
after all, it is the permanent disability we are esti- 
mating and the permanent disability, therefore, should 
not be estimated until it is reasonably certain that a 
permanent state has been reached. One common cause 
for error is too early a final examination or an early 
attempt to anticipate what an eventual permanent dis- 
ability will be. 


1. The Compensation Law 


I am compelled to confine this discussion to the 
scope of the Minnesota Compensation Laws for the 
reason that I would like to make this simple and un- 
derstandable and because I am not conversant with 
the of our adjacent states. The fundamental 
principles, however, are constant and the same ratio 
of values should hold in any state. 


laws 


There are certain types of fractures which can be 
broadly excluded in this discussion for the reason that 
the law does not designate any specific value to that 
particular member of the body. I have in mind skull 
fractures fractures of the spine. 
There is no specific value placed on the head, the neck 
or the back. Such fractures either result in complete 
recovery or fall into the general classification of per- 
manent partial or permanent total disability. In these 
cases it is always a question of whether a workman 


and compression 


can or cannot work without any necessity for an esti- 
of These 
therefore, do not come under the purpose of this paper. 


mation of percentage loss function. cases, 

Probably many of you are entirely familiar with the 
basic values of extremities established by the Minne- 
sota Compensation Law. For the benefit of those of 
you who do not have this information, and for the 
purpose of simplifying our discussion, I have tabulated 
these figures in a chart. The law has established the 
value of all or a part of an extremity in terms of 
weeks of compensation payments rather than in dollars 
and cents. To make myself clear, a workman is en- 
titled to a healing period up to twenty-five weeks for 


convalescence, in which the individual is actually laid 
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off from work. The permanent disability is paid jp 
addition to this. For example, if a man lost an index 
finger and were laid off from work four weeks, he 
would receive four weeks compensation as his healing 
period and then would continue to receive compensi- 
tion for another thirty-five weeks, thirty-five weeks 
being the specified value of the index finger. 

The established values of all or parts of the extremi- 
ties are therefore classified by law as follows: 


Upper Extremity 
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pt eae ey Raper Peta Tne eg a 200 weeks 
PN NE CII no civucp bacoenmeceo kins 175 weeks 
oon sen cancnaawea nce rasan 150 weeks 
IR Bike oy a card ba waG einen orators 60 weeks 
BE ES oo wicnewndannswanncwede 35 weeks 
DE I cacvcooncsvasnreceucs 30 weeks 
RIS 6 cla \cncreh Ccanncedecc wae 20 weeks 
SEE Re ne PEs 15 weeks 
Lower Extremity 
Be eee aaa hel a. ace et ak ane 200 weeks 
PO MI IE on cicccacceccananeoe 150 weeks 
WN eerie tas coe antaaciraciotea ced 125 weeks 
a a OS Heaney oe 60 weeks 
WIE eo oat paar ace each 10 weeks 


In estimating disability, therefore, we have to specify 
the smallest unit that is involved in that particular 
fracture. If the index finger again is the one involved, 
the disability estimate should be made on that finger 
and not for example on the arm or hand. It should 
also be remembered that estimates under the Minne- 
sota Law are made with regard to general usefulness 
without any relationship to any particular occupation 
that any one individual may have been engaged in. 


2. The Method of Procedure 


In order to arrive at a uniform method of estimating 
disability, the procedure should be simple in order to 
be practical. I believe we are safe in saying that 
fractures cause permanent disability, primarily, by loss 
of, or instability of joint function; secondly, by mal- 
position which in turn expresses itself in terms of 
mechanically wrong or painful 
thirdly, by shortening. 


joint function; and 
Weakness as a result of frac- 
tures, I believe, is ordinarily a symptom which merely 
indicates a more primary condition upon which our 
disability should be estimated. 
weakness 


Muscle atrophy and 
are, therefore, ordinarily included in_ the 
estimation of disability in terms of loss of joint func- 
tion, as far as fractures are concerned. I am not going 
to attempt to describe the method of deriving a dis- 
ability rating according to specific fractures, even of 
specific bones. The type of fracture, whether it is 
simple or comminuted, whether it is in good position 
or not, whether it does or does not involve a joint 
surface and whether it does or does not distort the 
joint contour, and whether there is union or not, are, 
of course, all factors of importance and contributing 


factors to the end-result. For all practical purposes, 
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owever, the main consideration reverts itself prima- 
ily to a determination of loss of joint function. The 
ost obvious exception to this is shortening. For the 
yerage case a shortening of less than one inch in the 
lower extremities would scarcely be sufficient in itself 

9 cause permanent disability. In my opinion, a short- 
ning of one to two inches would cause 10 to 20 per 
ent loss*of the leg. Shortening in most cases would 
Jay no material part in the upper extremities. 

What equipment would be necessary, then, to accu- 
rately estimate disabilities? I believe that a tape meas- 
wre, an ordinary carpenter’s angle rule and possibly a 
grip machine, are all that are necessary for any case. 
We always make it a practice to accurately measure 
yarious levels of circumference in each arm or leg in- 
volved, in order to accurately record the effect a frac- 
ture might have in causing swelling or atrophy. Short- 
ening should be measured and not guessed at. 

Measurements of joint function are quite simply 
acomplished by merely measuring the angles of move- 
ment on the involved side with the angle rule, and 
comparing this range with the arc on the normal side. 
As a rule where a fracture is uncomplicated from any 








cause by loss of motor control, such as a nerve or 
muscle injury, it is better to measure the passive range 
of motion than the voluntary, as being a more accurate 
indication of the ultimate result. It is always advis- 
able to measure the angles of range of all component 
motions in a joint area; for example, in the elbow, 
pronation and supination of the forearm should be 
considered as well as flexion and extension of the 
edbow joint proper. I, personally, make it a practice 
to compare the motions of all the joints on one side 
with the other as a means of determining the smallest 
unit involved. In evaluating the loss of motion that 
is present, it is necessary to allow for the fact that 
certain portions of the range of motion are more valu- 
able than others; for example, the central two-thirds 
of the range of elbow motion is more valuable than 
the extremes of the range. The 90° of shoulder mo- 
tion up to the horizontal is much more valuable than 
the 90° from the horizontal to the vertical. 


3. An Evaluation of Joint Movements 


The concluding portion of this paper is given with 
some hesitancy. It is somewhat of an assumption, to 
say the least, to put an arbitrary relative value on joint 
functions, although I believe the percentages given here 
come reasonably close to the generally agreed values. 
To avoid confusion, no attempt is made to differentiate 
the value of different parts of the arc of motion in 
any joint. The following evalutions are merely given 
for basic determinations of each joint’s value, with the 
assumption being that the ankylosed joint is in good 
position. 

Upper Extremities: 
Shoulder movement 
NE GO icc so esddessinesarenven 75% of arm 
From horizontal to vertical............25% of arm 
Klbow movement 
Good position otherwise............... 00% of arm 
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Pronation and Supination 
Neutral position............. 25% of hand and wrist 

Wrist movement 

Including the movements of dorsiflexion, pal- 
mar flexion, radial deviation and ulnar devia- 


WOR diicscoaxcscedeseratnws 35% of hand and wrist 
Fingers 

Proximal interphalangeal joint....... 60% of finger 

Distal interphalangeal joint........... 40% of finger 


In testing movement of the fingers the estimation of 
disability is sometimes facilitated by holding the meta- 
carpal-phalangeal joint in a normal right angle flexion 
which transmits the limitation of motion to the inter- 
phalangeal joints, making the estimation a simpler 
procedure. 


Lower Extremities 


Hip joint movement......... 75% of leg 
PN TE sak cccicesmncpans 60% of leg 
ee ee ere 35% of foot and ankle 
Subastragloid joint.......... 35% of foot 
Great toe (interphalangeal 

SE Gat cicgatounsannqeds 25% of toe 


In closing, I would like to mention several other 
factors which enter into our determinations. The 
first is instability of a joint, as in fractures of the tibial 
plateau where a downward depression of the condyle, 
together with a tearing of the lateral ligaments, causes 
an instability that may contribute toward a disability 
anywhere from 10 to 35 per cent loss of function of 
the leg. Another factor is the matter of pain such as 
in a fracture of the scaphoid bone of the wrist where 
a 10 per cent disability is frequently in order, and 
where an ultimate disability with loss of some motion as 
high as 20 to 25 per cent loss of function of the hand 
and wrist occasionally occurs. When a fracture oc- 
curs, pain may be a common factor in disability as in 
a fracture of the os calcis. If the fracture line here 
does not involve the subastragloid joint, frequently 
no permanent disability results, providing no deformity 
has occurred. Where this joint is involved a disability 
of 10 to 20 per cent of the foot, not including the 
ankle, usually occurs and this may run as high as 
35 per cent. 

These facts are submitted with the full knowledge 
that the figures quoted are subject to criticism and 
may be justifiably challenged. It is hoped that an at- 
tempt toward standardization of methods and basic 
facts will lead to more uniform opinions on a subject 
that should be largely mathematical. It is only by a 
cold mathematical conception of this subject that we 
all can hope to approach an impartial computation that 
would be of real value to all parties concerned. 


Discussion 


Dr. B. J. Branton (Willmar, Minn.) (by invitation) : 
It has been a great pleasure for me to come to Min- 
neapolis and attend this symposium. It has been my 
opportunity, during the last two or three months, to 
go over a number of questionnaires on malpractice 
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sent out by the State Association and it has given 
me some rather accurate knowledge of just what is 
going on in the state in that regard. Following a sym- 
posium of this type, it should be interesting to you 
to know something about what is going on in regard 
to malpractice. It seems that following such a frac- 
ture meeting as this we should also have something 
along that line. 

Checking over between 900 and 1,000 of these mal- 
practice questionnaires, I found this interesting fact: 
out of that number approximately 65 per cent of the 
malpractice suits concerned fractures. Approximately 
29 per cent of the men in our State Association have 
been harassed by malpractice suits or threatened mal- 
practice suits brought against them which had been 
stopped before getting into court. It doesn’t seem pos- 
sible that twenty-nine out of every 100 men have been 
worried by malpractice suits and that 65 per cent had 
something to do with fractures. From these deduc- 
tions I feel two things: First, that within the State 
Association we must keep closer to the old-fashioned 
type of ethics; and, second, from now on we must 
have more accurate knowledge of fractures such as 
can be gained here tonight from this wonderful sym- 
posium. As to the matter of ethics, it was interesting 
to me to see the good fellowship you had around the 
table, and following out that same trend is the fact 
that you have had a fine piece of postgraduate work, 
the speakers having given us accurate knowledge of 
many unusual things in a practical way. 5 

I want to thank you for the opportunity of speak- 
ing here and again to tell you how glad I am that 
I came. 

Dr. Henry I’. Meyerding (Rochester, Minn.) (by 
invitation): I want to congratulate the Minneapolis 
Surgical Society upon the excellence of this program. 
The speakers have presented papers of practical inter- 
est to every physician. It would seem an excellent 
plan to place this vast amount of useful material in 
the form of ‘a pamphlet for the general practitioners 
of the State. 

It is impossible to discuss many of the points of 
interest which come to mind, so I will confine my 
remarks chiefly to the danger of Volkmann’s ischemic 
contracture and to fractures of the hip treated by open 
operation. 

The common fracture associated with Volk- 
mann’s ischemic contracture is the supracondylar, which 
frequently occurs in children. When seen early and 
proper reduction is carried out, the Jones position of 
acute flexion gives excellent results. Should swelling 
be present before reduction, or reduction be imperfect, 
this position is dangerous because of the pressure ex- 
erted on vessels and nerves. Constant observation of 
circulation at the wrist must be maintained lest 
cyanosis and unbearable pain warn the physician or 
nurse of impending disaster. When the fracture cannot 
be maintained in good position without impairing cir- 
culation, it is best to leave it unreduced and to elevate 
the arm and then apply moist warm dressings for a 
few days. When a hematoma causes impaired circula- 
tion to a point of danger, early drainage and reduction 


most 
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are best. I have reported 128 cases of Volkmann's 
ischemic contracture and consider it one of the mos 
disastrous complications of fracture, as it occurs gg 
frequently in childhood, entails more or less permanent 
disability and often leads to malpractice suits. It is to 
be remembered, however, that Volkmann’s ischemic 
contracture may occur when no treatment has been 
given. 

The trend of orthopedic surgery for fractures of the 
neck of the femur appears to be toward internal fixa- 
tion. The Whitman treatment of closed reduction an 
casts in the majority of cases has been and should he 
the treatment of choice among general practitioners, 
The convalescent period is long, the fixation irksome, 
and in the hands of many results are not as satisfac. 
tory as desired. In our desire to obtain accurate reduc. 
tion, speedy union, and more certain results, we have 
utilized Johansen’s method of open reduction, running 
a Kirschner wire through the trochanter, neck ané 
head, and then driving a special Smith-Petersen nail, 
with a hole drilled longitudinally, along the wire. This 
permits accurate fixation, as the eye and roentgeno- 
gram check the position of the wire and nail. The wire 
is easily withdrawn, and the nail holds the parts firmly 
and accurately. Casts are worn, but the period of 
fixation in our cases has been reduced to a matter of 
weeks. 

Gentlemen, I appreciate the invitation to attend your 
meeting and look forward to your next symposium 

Dr. Robert Earl (St. Paul, Minn.) (by invitation): 
I greatly appreciate the privilege of being present at 
this instructive meeting. 

I was especially interested in Dr. Zierold’s paper on 
brain injury. In brain injuries, when both pupils are 
dilated and both fixed, we should give a grave prog- 
nosis. When one eye is dilated and one is not, it is 
assumed by many practitioners that this is an indica- 
tion that the greatest brain injury has occurred on 
the side of the dilated pupil. It should be considered 
as a suggestive but not a positive sign. 

The so-called “choked disk” does not occur until 
from twenty-four to forty-eight hours after injury, 
which is too late to be of diagnostic value as to the 
amount of intracranial pressure present in the early 
period. 

Given a head injury in which the patient may have 
had a longer or shorter period of unconsciousness from 
concussion, followed by partial or complete return of 
consciousness, this followed by a second period of in- 
creasing stupor or unconsciousness with evidence of 
hemiplegia, we should think of a gradually increasing 
hematoma from hemorrhage. A hemorrhage may be 
so rapid as to endanger the patient’s life in two or 
three hours or so slow as to require several days to 
form a hematoma large enough to jeopardize the pa- 
tient’s life from cerebral compression. These hemor- 
rhages are often extradural from rupture of the mid- 
dle meningeal artery and should be diagnosed and 
operated early as this offers the only chance of saving 
the patient’s life. 

In laceration of the brain, the unconsciousness and 
paralysis are present immediately after the injury, which 
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should help differentiate between laceration and hemor- 
rhage. Brain lacerations cannot be helped by opera- 
tion. 

Dr. Arthur N. Collins (Duluth, Minn.) (by invita- 
tion): It has been thoroughly worth my while to 
come down from Duluth and listen to this program. 
One can always learn something in any symposium on 
fractures and this has been no exception. The hour is 
late and I will not attempt any discussion at this time. 
Nothing has pleased me more, however, than to listen 
to these well presented papers. Let me thank the com- 
mittee for my invitation to attend. 

Dr. F. J. Savage (St. Paul, Minn.) (by invitation) : 
| was under the impression that the subject of fracture 
of the shaft of the humerus was to be presented. The 
reason I am presenting Figures 1 and 2 is that this 
splint, which provides efficient traction in such cases, 
is homemade and anyone can make one with a hammer, 
Traction 
fracture 


saw and nails, from a few strips of wood. 
is provided by adhesive below the line of 
and the strips tacked over the lower right angled arm. 


: 
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Fig. 3. Fig. 


Counter traction is provided by a fitted piece of har- 
ness-maker’s felt, covered with adhesive, and brought 
over the top of the upper arm and held in position 
by an additional band of webbing. This webbing may 
be sewed or pinned where it crosses the upper arm. 
Figure 1 shows a full length splint and Figure 2 a 
shorter splint with the elbow bent and the forearm 
Care of the axilla by alcohol sponging and 
the use of talcum powder is essential. 

With Figures 3, 4, and 5, I wish to substantiate 
Dr. Webb’s presentation of complicated knee joint frac- 
tures. This man was forty-six years of age, and was 
using climbing irons on a power line pole. He fell 
sixteen feet to the frozen ground. The condition of 
his skin would not permit immediate operation. At the 
time he was first seen, some eight ounces of fluid were 
evacuated from the knee joint by knife puncture, the 
alignment of the shaft of the tibia corrected, and the 
leg suspended in a Thomas splint. Nine days later 
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Fig. 1. Fig. 2. 





Fig. 5. 


the knee joint was opened and the large fragment 
from the inner condyle brought into as good position 
as was possible. Through the same incision the con- 
dylar surfaces were elevated, and through small lateral 
incisions, a stove bolt was passed through a drill hole 
across the upper end of the tibia. The upper two 
inches of the tibia were so comminuted that the area 
gave the impression of a bag of crushed ice. 

The leg was suspended in a Thomas splint with a 
hinge at the knee, and a Kirschner wire passed through 
the os calcis and five pounds of extension applied. The 
Kirschner wire rested across the lower end of the 
splint and prevented rotation. 

Passive motion, light massage and application of 
heat were started on the second and third days. The 
bolt was removed in four and a half weeks. The man 
has extension to within five degrees of normal, flexion 
to over ninety degrees, but five degrees more lateral 
mobility than on the normal leg. 
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A TEXTBooK or NurSING TECHNIQUE. Marion L. Van- 
nier, R.N. Formerly Superintendent of Nurses, 
University Hospital, Minnesota, and Barbara A. 
Thompson, R.N., B.S., Director of Wisconsin Bureau 
of Nursing Education, etc. 265 pages. Illus. Price, 
$2.50 cloth. Minneapolis : University of Minnesota 
Press, 1935. 


Bee Venom THERAPY. Bodog F. Beck, M.D. 238 pages. 
Price, $5.00 cloth. New York: D. Appleton-Century 
Co., 1935. 


Drasetes Metiirus anp Opesity. Garfield G. Dun- 
can, M.D., C.M. Associate in Medicine, Jefferson 
Medical College, Philadelphia, etc. 215 pages. Illus. 
A $2.75, cloth. Philadelphia: Lea & Febiger, 
1935. 


DISEASES OF THE MouTH AND THEIR TREATMENT. Her- 
man Prinz, A.M., D.D.S., M.D., D.Sc., Professor 
Materia Medica and Therapeutics, Thomas W. Evans 
Museum and Dental Institute, University of ———— 
vania, and Sigmund S. Greenbaum, i 5 Asso- 
ciate Professor of Dermatology and Sr ohiloloey, 
Graduate School of Medicine, University of Pennsyl- 
vania. 601 pages. Illus. Price, cloth, $9.00. Phil- 
adelphia: Lea & Febiger, 1935. 


How to Care FoR THE Bapy. Violet Kelway Libby. 
110 pages. Price, cloth, $1.00. Washington, D. C.: 
The Plymouth Press, 1933. 


Hucnes’ Practice or Mepicine. Revised and edited by 
Burgess Gordon, M.D., et al. 808 pages. _ Illus. 
Price $5.00, flexible cover. Philadelphia: P. Blakis- 
ton’s Son & Co., 1935. 


ILLUSTRATIVE ELECTROCARDIOGRAPHY. Joseph H. Bain- 
ton, M.D., Attending Physician and Chief of Cardiac 
Clinic, Morrisania City Hospital, New York, etc., 
and Julius Burstein, A.B.,°M.D., Associate Cardi- 
ographer Morrisania Hospital, etc. 258 pages. Illus. 
— cloth, $5.00. New York: D. Appleton-Century 
*0., 1935. 


One HuNpbRED AND Firty YEARS OF PUBLISHING, 1785- 
nny 42 pages, cloth. Philadelphia: Lea & Febiger, 
1935. 


Syapetene AND va Tr. C. S. Bluemel, 
M.D., F.A.C.P., R.C.\S. 182 pages. Price, 
$200" cloth. New York: t Niachillan Company, 1935. 


THE CRIPPLED AND THE DisasLtep. Henry H. Kess- 
ler, M.D. 337 pages. Price, $4.00, cloth. New York: 
Columbia University Press, 1935. 


THE PATIENT AND THE WEATHER. VOLUME II. Auto- 
NOMIC DyYSINTEGRATION. William F. Petersen, M.D., 
530 pages. Illus. Price, cloth, $6.50. Ann Arbor, 
Mich., Edwards Brothers, 1934. 
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THE Sare Pertop. William J. Robinson, M.D., 
of the Medical Critic and Guide, etc. 
Price 10c, paper cover. New York: 
lishing Company, 1935. 


Ei li tor 
c. 16 pages. 
Eugenics F'ub- 


TupercuLosis. Fred G. Holmes, M.D., Director of 
the National Tuberculosis Association, ete. 312 pages, 
a” cloth. New York: D. Appleton- -Century 





DINITROPHENOL IN OBESITY 


Since the clinical report on the use of alpha-dinitro. 
phenol in obesity appeared in The Journal (July 15, 
1933, p. 193), interest in this product and its actions 
has been widespread. Unimpeded by marketing re- 
Strictions, dinitrophenol has been sold and used indis- 
criminately with the inevitable serious toxic effects. 
Basically there are two paramount features to con- 
sider. There is no doubt that dinitrophenol can in- 
crease the tissue metabolism, probably by direct action 
on the cells and without producing the side actions that 
accompany metabolic stimulation by thyroid. The sec- 
ond important fact is that the margin between thera- 
peutically tolerated doses and definitely toxic ones is 
often narrow. Tainter and his co-workers have con- 
sidered the toxic effects from the standpoint of fa- 
talities and from the reported lesions of the skin, 
liver, kidneys, circulation, blood and gastro-intestinal 
tract. In a group of 113 obese persons treated by dini- 
trophenol, skin rashes were observed in about 7 per 
cent. Since these skin rashes may be unpleasant or 
alarming in some instances, they constitute the main 
disadvantage, Tainter believes, in the therapeutic use 
of dinitrophenol. About half of the patients who have 
had one skin reaction are able, however, to resume the 
medication later without any further difficulty. With 
regard to liver damage it appears that ordinarily there 
is no demonstrable evidence of injury of this organ 
from the drug. Possible toxic effects on the kidney 
seem to be even more remote. In considering the cir- 
culatory system Tainter and his co-authors say that 
“the metabolism may be increased by as much as 
per cent without demonstrable changes in circulatory 
activity. . . . Patients who have hypertension can be 
medicated with dinitrophenol like other patients.” It 
is perhaps malignant neutropenia occurring during 
dinitrophenol medication that has aroused the greatest 
professional alarm. Although Tainter and his co- 
workers have seen no cases of agranulocytosis they 
feel that the possibility of agranulocytosis must be 
borne in mind pending further observations. Since 
dinitrophenol is a drug of potential dangers when used 
indiscriminately, its sale should be restricted to that 
ordered by the physician’s prescription and its use by 
medical men should be carefully supervised. (Jour. 
A. M. A., Dec. 22, 1934, p. 1950.) 





CLAIMS FOR ANAYODIN 


A circular letter from Ernst Bischoff Company on 
Anayodin contains the following statement: “ANA- 
YODIN comes nearest to being the ideal amebacide. 
It safely rids the intestinal tract of amebz, usually 
with a single treatment of four pills three times a 
day for eight days.” The statement is far too opti- 
mistic. There is no known amebacide that can be de- 
pended on to eradicate Endameba histolytica from the 
intestinal tract with a single course lasting eight days. 
Such propaganda is exceedingly unfortunate. Anayodin 
is a proprietary name for chiniofon-N. N. R. The 
Council on Pharmacy and Chemistry has considered 
Anayodin and found it unacceptable for New and Non- 
official Remedies. The Council has accepted the fol- 
lowing brands of chiniofon: Chiniofon-Searle and 
Chiniofon-Winthrop. (Jour. A. M. A., January 12, 
1935, p. 139.) 


MINNESOTA MEDICINE 


Se 


—_ 


SPSS 














